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INTRODUCTION

Helping to present pregnancies among young teens, and reducing

the social and econlmic riske for teenage parents and their

children, remains a very serious challenge to this nation.

We have failed to take up that challenge in an effective or

comprehensive manner, either at the national, or as this report will

document, at the State and local level.

This report is an effort to help us meet that challenge.

Our findings are reason for very real concern for the teenagers,

for their children, and for the nation.

It is clear from this report that there is no focused approach

to solving the complex problems of teen pregnancy at any level of

government. Tho efforts that do exist are too few, uncoordinated,

and lack significant support. In short, the system is broken.

Regardless of one's political philosophy, the prospect of one

million teenage pregnancies, 400,000 abortions, and one-half million

births each year, nearly fifty-five percent of which will be births

to unmarried teens, is chilling. The human and fiscal costs to all

are unacceptable.

For the teens, and their children, prospects for a healthy and

prosperous life are significantly reduced.

ix



The infants are at far greater risk of low birthweight and

therefore infant mortality.

The mothers, because of poor nutrition and inadequate health

care, are themselves at greater risk of poor health. We also know

that one-third of these mothers will have a subsequent pregnancy

while still in their teens.

The problems and risks for both pregnant teenagers and teen

parents -- mothers and fathers alike -- are compounded by the fa-t

that they are much more likely to drop out of high school before

graduation. For teens who do get married, studies also confirm that

they will experience higher rates of marital instability.

The result of successive risk factors such as these is often

poverty, for both teen mothers and their infants. One half of this

nation's Aid to Families with Dependent Children (AFDC) budget is

spent on families begun when the mother was an adolescent.

These conditions, and their consequences for the teenagers,

their infants, and for government, have been a major concern of the

Committee.

We have surveyed the Governors of every State to deternO.ae

exactly what data 're available regarding teen pregnancy and

parenting in their State. Although States' responses to our

questionnaire, mailed on February 7, 1985, varied enormously, all

but one of the 50 States cooperated with our survey.

We have sought states' views about the impact of current

policies and programs. We have sought information regarding their

x
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needs, services, special projects, and initiatives. And w have

asked about barriers to successful programs, as well as for

recommendations on how to improve current efforts.

In this report, we have been careful to let the States speak for

themselves as often as possible, both with regard to comments and

data. Our conclusions are based on their responses to our survey

questionnaire, in whatever form they were submitted. In a few

Instances, we are aware of more recent State actions or studies.

If, however, this information was not reported to us in response to

our questionnaire, we have not included it.

We have attempted to build an information base which will help

both States and the Federal government to improve their policies.

While our report has the methodological limitations inherent in all

non-experimental studies, and many critical questions remain

unanswered, we have learned far more about current State efforts

than was previously available.

Not all solutions to the problems of teen pregnancy and

parenting will or should involve the Federal government, or any

government. It is obvious, however, that most States do not believe

current efforts -- public or private -- are adequately funded or

coordinated.

We hope that this report will help all levels of government, as

well as private and church-supported organizations, to find better

ways to prevent pregnancies among at-risk teens, and to craft more

adequate policies and services to address the needs of pregnant and

parenting teens and their children.
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Failure to act now on what we know, and to pursue solutions

which may still elude us, are a de facto acceptance of more private

pain and more public cost.

xii
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FINDINGS

'UGH COSTS TO TEENS, THEIR CHILDREN, AND GOVERNMENT

1ALTH INDICATORS REMAIN POOR

Low birthweight and infant mortality rates for infants born to
adolescents remain signifir4ntly higher than for otheT infants. In

addition, for fifteen of twenty States able to report on first
trimester prenatalsare for teens, the percent receiving such care

declined between 1980-82.

TEEN PREGNANCY COSTS BILLIONS

Data from States which have calculated the amount of public
finds expended for pregnant teens. teen parents, and their children
eggest that several billion dollars are spent each yeas for such

purposes. Moat State calculations included the cost for one or more

of several programs, including: AFDC, Medicaid, Food Stamps, WIC,

and neonatal care.

INADEQUATE INFORMATION

STATES UNABLE TO DOCUMENT EXTENT OF TEEN PREGNANCY OR THEIR
RESPONSE

Beyond collecting information on the number of births to teens,
States are unable to answer most basic questions related to
teenagers at risk, pregnant, or parenting teens, including; where

they are being served, what benefits they are receiving, who
finishes high school and who finds employment.

LITTLE KNOWN ABOUT FEDERAL EFFORTS

Fewer than one-half of the States can determine the number of
adolescents served, the type of service provided, or the amount c.f
funds spent for five major federal programs which can be used to
address teenage pregnancy and parenting. These are: maternal and

child health, family planning, adolescent family life, Medicaid and
iob training.

SIGNIFICANT BARRIERS REMAIN

PREVENTION EFFORTS OVERLOOKED

Prevention programs, including family life education,
pre-adolescent and adolescent education, health education, sex
education, contraceptive information and services, abstinence
education, as well az .ducational programs for the parents of high
risk-teens, receive much less emphasis than programs for already
pregnant and parenting teens.

COMPREHENSIVE SERVICES LACKING

While those States with initiatives are moving toward more
comprehensive services, there is still little indication that most
States are taking a comprehensive approach to addressing the issue
of teen pregnancy and parenting.

alit
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INSUFFICIENT EDUCATION FOR TEENS AND COMMUNITIES, POOR COORDINATION,
INADEQUATE FUNDING, AND INSUFFICIENT DATA MOST SERIOnS BARRIERS TO
IMPROVED SERVICES

AlthouoLi a variety of strategies are required to prevent
adolescent pregnancy and address the needs of pregnant and parenting
teens and their children, States cite lack of education and public
awareness, and the lack of coordination among existing services as
the most serious barriers to providing improved and comprehensive
services and information for teens.

Other barriers frequently cited include inadequate funding and
insufficient data necessary to target populations or determine who
is receiving related services.

FEW RETORTS TO INVOLVE TEEN FATHERS

State efforts to include adolescent males and fathers more
effectively in prvention and intervention programs remain very
limited. State actions to strengthen child support and paternity
laws have also moved ry slowly.

SOME PROMISING TRENDS

MORE STATES FOCUSING ON TEEN PREGNANCY

In the lat. five years, there has been a modest increase in
statewide initiatives which address teen pregnancy and parenting.
Seven of these States appear to have funded, or plan to fund, new,
mere extensive and/or comprehensive services. Twenty-three States
report having either a special task force or an initiative related
to pregnancy and parenting among youth.

PARENTAL INVOLVEMENT INCREASING

Efforts to expand the role of parents in teen pregnancy
prevention are increasing. States report recent policy changes in
schools, health clinics, And service aiencies which are designed to
increase parental involvement.

xiv
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Dear Governor Wallace)
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We are writing to request your cooperation and assistance in
completing the enclosed survey. We believe thi information will be
very useful to members ,f the Select Committee on Children, Youth,
and Families as we cor inue to address the serious problems related
to adolescent pregnancy and parenthood. We hope to obtain the best
available information from eacn State with regard to Sts needs,

services, special projects and initiatives, as well as on the impact
of national policies and programa.

We have taken this initiative because adolescent pregnancy and
parenthood is one of Ametica' critical problems, yet one for bleach
adequate information upon which to make wise policy decisions ix not
a'ways available.

We recognize that data might not be available to allow a complete
response to every question. Where the requested information is
Incomplete or unavailable, please indicate. If you have information
that is pertinent to the question, please include it, even if it ix
not in the form outlined.

If you or your staff have any questions or need for clarification,
please contact Dr. karabelle Fizzigati on the Select Committee staff
at (202) 226-7660. Committee staff will be available to assist in
completing the survei.

So that the information can be summarized and disseminated as soon
as possible, the Committee would very much appreciate receiving the
completed survey by March 25, 1985.

Thank you for your assistance.

g.411/1

6°1-
DAN COATS

Member of Congress Member of Congress
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MOTU Is NATIONAL PTASPNCTIVIS CO ADILISCINT PRIGNANCY AND
PARNNTING

Nationwide teen pregnancy and parenting trends, and the

resulting health, educational, end employment consequences are

summarized in this section, and compared to corresponding

information received from the States.

Where possible, trend* among teens of different ages are noted.

Teens under 15 are at greatest risk. In general, older teens (18-19

year olds) are slightly more likely to have better health care and

better pregnancy outcomes thar are younger teens, while still

falling short of health and pregnancy trends for all women.

The majority of births to all teens, are to unmarried teens.

However, little data distinguishing marital status by age are

available at either the national or State levels. Where these data

are available, they have been included.

Unmarried teens ha'e higher risks of having a low birthweight

infant and not completing high school than married teens (69).

However, regardless of marital status, teens have higher risk

factors for low birthweight infants, infant mortality, inadequate or

no prenatal care, school incompletion, economic self -sufficiex 7,

and having less healthy children.

In March, 1984, there were 50,000 family groups with children,

headed by married or unmarried 15-19 year olds. Nearly

three-fourths (74%) of these families were living as subfamilies in

another household (i.e. with their parent(s), other relatives, or

friends). The other 261 maintained their own households.

- 1 -
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Fifteen percent (66,000) of these young families were

married-couple families with both pares present. Of this group,

70% (46,000) maintained their own household, while the remaining 30%

lived as subfamilies.

Eighty-five percent (384,000) of these young families were headed by

male or female teens whose spouse was nct present. Of these, more

than 80% (315,000) lived as subfamilies. Nearly 20% (69,000)

established their own household (72).

BIRTH RATES TO TEENS HAVE DECLINED; PREGNANCY RATES HAVE INCREASED.
STILL, ONE-HALF MILLION TEENS GIVE BIRTH EACH YEAR: MOST REMAIN AT

GREATER SOCIAL AND ECONOMIC RISK

In 1983, the number of births to teens under twenty was just

under one-half million (499,038), accounting for almost 14 percent

of all births. Most teenage pregnancies in the United States are

unintended (58, 62). In addition, one-third of all teen mothers

will experi, t a subsequent pregnancy while still in their teens

(52).

Each year since 1972, the birth rate And the actual number of

births to teens have been declining, even for the youngest teens.

The rate, however, has been declining more slowly than has the rate

of births to older women, and the U.S. still has a higher teenage

birth rate than in most otler developed countries (58). Also, while

the overall teen birth rate is declining, some States report

increases ih the number of births to teens. Between 1978 and 1983,

six States showed increases among '5-19 year olds (Arizona, Florida,

Illinois, New Mexico, North Caroline, Oklahoma).

- 2 -
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Birth Rates Vary Depending on Age of Mother

Most teen births are to women age 15-19. (See Table 1).

Teens Under 15. Births to teens under 15 constitute a very

small percentage of all births (less than one-half of one percent).

While births to teens under 15 were about 7500 in 1960, they rose to

almost 13,000 in 1973. During the latter half of the 1970's,

however, the number of births to all teens began a decline. In

1983, the latest year for which final natality statistics are

available, the number of births to this group dropped to 9,752 (60,

78).

15-17. The number of births and the birth rates for this group

have been declining since the early 1970's. (1983 Total: 172,673

births; birth rate, 32 live births/1000 women age 15-17. 1970

Total: 223,590 births: birth rate :48/10000

18-19. Births and birth rates have fallen fastest for this age

group. (1983 Total: 316,613 births; birth rate, 78.1 live

births/1000 women aged 18-19. 1970 Total: 421,118 births; birth

rate 114.7/1000.)

Births to Unmarried Teens Continue to Grow

The percent of births to unmarried teens is growing. While the

actual number of births to teens and birth rates declined during the

seventies, the births to unmarried teens rose (Table 3 and Figure 2).

- 3 -
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By 1983, more than half of births to teens (54%) were to

unmarried teens, as contrasted with 15% in 1960, and births to

unmarried teens accounted for nearly 40% of all births to unmarried

women. Of all births to unmarried teens, 43% were births to 15-17

year olds; 54% were births to 18-19 year olds; and 3% were to teens

under age 15 (78).

Seventeen States .reported, for at least one year, the number of

not married parenting mothers/adolescents or the number or percent

of births to unmarried teens (See State Pact Sheets, beginning on

page 120).

Birth Rates Vary for White/Minority Telns

The rate of teenage childbearing among black teens is much

higher than among white teens (Table 2). Black adolescents also

begin childbearing at younger ages than whites, increasing the

likelihood of subsequent births during the teenage years.

The overall rise in births to unmarried teens, however, is due

to increases in rates for whites. There has been a downward trend

for births to unmarried black teens, though their rates are still

significantly higher than for whites (Table 3 and Figure 5).

OVERALL TEENAGE PREGNANCY RATES ROSE DURING THY" 1)70'
HUT HAVE SLOWED SINCE 1979

Most demographers agree that the pregnancy rate ie calculated by

adding the birth rate, the abortion rate, and the miscarriage rate.

- 4 -
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Birth rates Are collected and published by the National Center

for Health Statistics in their annual "Advance Report of Final

Natality Statistics.' Abortion data are available from the Alan

Guttmacher Institute. No Federal laws require reporting for

abortion. However, the Centers for D'sease Control conduct periodic

surveys and the Alan Guttmacher Institute supplements them with

their own survey data. The National Institute for Child Health and

Human Development (MICRO), which calculates pregnancy rates, relies

on these two major sourcus.1/

Between 1974 and 1979 the pregnancy rate per 1000 women aged

15-19 increased from 99 to 109, a 10% increase. In 1982, the

pregnancy rate was 112 per 1000 women aged 15-19, representing a

2.8% increase since 19i9 2/ (See Fig. 1). If the rate of

conception, however, takes into account only the number of sexually

active women as the group at risk rather than all women in that age

group, there was a 5.5% decline in the rate ol conception, from 232

to 217 per 1000 sexually active women 15-19, between 1974 and 1979.

In 1982, the pregnancy rate rose to 235 per 1000 sexually active

women age 15-19, representing virtually no change since 1974 (59) 2/.

1/ "The Centers for Disease Control report abortion surveillance
data compiled from central state agencies and from hospitals or
facilities in which abortions are performed. The Alan
Guttmacher Institute reports the number of abortions based on a
survey of health institutions and private physicians providing
abortion services. Because the latter figure includes abortions
performed in physician's offices, it is higher than the Centers
for Disease Control figure. The distribution of abortions by
characteristics of the women is available from the Centers for
Disease Control, and tha two data sources may be cabined to
give estimates of the total number of abortions performed on
women with given characteristics, such as age or marital status"
(62). AGI performs these calculations and these numbers are
used by NICHD.

2/ For 1982, abortion data are estimated. Final data are not yet
available.
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Each year since 1974, over one million teenagers have become

pregnant (51).

Other data, from a 1980 survey, showed that 8.5% of metro-area,

never-married, sexually-active women aged 15-19 in 1981 reported

having been pregnant compared to 16.2% in 1979 (79). 3/

Sexual activity among female 15-19 year oiSs increased dramatically
in the 1970's, but has leveled off since 1979.

Sexual activity is defined as "ever having had intercourse." In

1976, of those ever having had inter-ourse, the majority of 15-19

year olds had had intercourse more than once. The data from t.

national sulveys (1971 and 1976) and a third survey of women Ang

in met:opolitan areas conducted in 1979 show substantial Inc

in sexual activity among never-married women 15-19 years of age,

from 27.6% in 1971 to 46.0% in 19'19, a 66.7% increase. In 1982,

however, the National Survey of Family Growth Cycle III, showed that

sexual activity among never-married women 15-19 years of age in

metropolitan arpta declined to 42.2%, indicating a leveling off

since 1979. NICHD uses this information to extrapolate to an

estimated number of sexually active women in their calculation of

pregnancy rates per 1000 sexually active women aged 15-19.

3/ This survey included self-reported data. Self-reporting surveys

of pregnancy have been shown to produce underestimates of

pregnancy rates. In addition, abortion data were not available

in 1971 for comparison purposes. Therefore, this percentage is

probably an underestimate of the actual percentage of
never-married women 15-19 who were pregnant.
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FEDERAL, SIATE, AND LOCAL EXPENDITURES FOR TEEN REGNANCY
AND PARENTHOOD REMAIN VIM HIGH

In addition to the greater economic hardships and diminished

opportunities faced by most teen parents, governmental services an

supports for pregnant teens, teen parents, and their children

require large expenditures of public funds.

Ttz Congressional Budget Office recently cited two studies which

contain estimates of such expenditures:

An Urban Institute Study estimated that, in 1975, the
federal government spent $8.55 billion in AFDC benefits,
Medicaid, and Food Stamps on AFDC households where the
mother was a teenager when she had her first child (51).

A SRI International study estimated that each of the
442,000 first teenage blithe in 1979 would cost Federal,
State, and local governwents an average of 1018,700 every
year over the next 20 years in additional health and
welfare costs (51).

Same States have also calculated the cost of adolescent

pregnancy:

Illinois

The Executive Service Corps has estimated that- teenage pregnancy

costs the citizens of )11inois $953 million each year. The
largest cost areas are AFDC and Medicaid, general suivort for
non-AFDC children, chi.d care for working teen mothers. birth
and newborn costs, and medical attention for children not on
aid. Individuals in Illinois pay 71% of the total (cash
outlays, higher taxes, higher costs passed along by business),
or more than $200 for each household. Business pays the
remaining amount (56).

California

Annual Medi -Cal costs for delivering the children of pregnant
teens, for neonatal intensive care, and for rehospitalization
costs exceed $105 million each year. A ten percent increase in
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the uumber of teen mothers completing high school would reduce
welfare costs by $53 million. If AFDC teen mothers were one

year older at the time of the first pregnancy, $150 million
would be avoided in welfare costs (5 (b)1.

South Carolina

The cost of 2,458 first live births in 1981, including the
estimated Medicaid, WIC, and welfare costs for one year, is

$13,147,030. The cost per teen is conservatively estimated to

be $5,343 per year.

Projected through 1990, the total coats reach $90,585,378, or
$36,853 per 1981 teen births for AFDC and Food Stamp costs

alone. Also, it is estimated tFat approximately 2500 more teen
births in 1983 will generate an additional $90 million in public

costs by 1990 (39(d)].

Connecticut

Fifty-eight percent of the December 1984 AFDC caseload were
women who bore their first child as an adolescent. These 21,654
female heads-of-household represent a potential annual state

cost of $50 million (7(a)].

Colorado

An AFDC family headed by a mother who had her first child as a

teenager coats tLe public about $8000 per year. Assuming this

family will receive AFDC for three years, costs for each

teenager total $24,000 (6).

Michigan

In January, 1985 there were 15,319 AFDC or General Assistance
cases in which the recipient will under 20. Monthly expenditures

fc, them totalled, on an anraalized basis, $92,197,920.
(AFDC/GA ($4,414,345), Food Stamps ($1,287,916), and radical
Assistance ($1,980,899), totalling $7,623,160 per month]

(22(a)].

Texas

The Texas House Select Committee on Teenage Pregnancy estimated
(1982) the first year cost for a child born to a teenage mother

to be $4600. They also estimate that sixty-five percent of

theist costs are assumed by the public sector, and that
approximately $1,644 of this cost is directly related to

delivery (42(a)].
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HEALTH: TEEN MOTHERS RECEIVE INADEQUATE PRENATAL CARE;
INFANTS HORN TO TEEN MOTHERS LESS HEALTHY

More is known on a nationwide basis about health outcomes for

infants of teen mothers, such as low-birthweight rates, and health

practices of teen mothers, such as access to prenatal care, than is

known about the other indicators usually applied to this

including information about high school dropout rates or

unemployment rates.

group,

It is known, for example, that infants born to teenage mothers,

particularly those aged 17 years and under, are considerably more

likely to have low APGAR scores (a summary measure used to evaluate

newborn infants overall physical condition at birth) than infants

born to mothers age 17-40 (78).

For all but the very youngest teens, poor birth cutcomes,

including low birthweight and infant mortality, may be attributable

to inadequate or no prenatal care, and inadequate nutritional

supplementation. In addition, teens may also have little or no

information about nutritional needs or information about Alcohol use

or cigarette smoking durinc, pregagncy (52), The InstituvA of

Medicine has confirmed that, "... being young biologically is not an

independent risk factor for low birthweight and that the increased

risk probably comes from other attributes of teenager mothers --

such as low socioeconomic status, poor nutritional status, and late

receipt of prenatal care' (53).

In addition to poor nutritional status, many other medical

complications that are prevalent among teens during pregnancy, such

- 9 -
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as toxemia, anemia, and prolonged labor, could be ameliorated with

better access to early comprehensive prenatal care (51, 52).

Early Prenatal Care Declines

National data reveal that only about halt of all pregnant teens

who give birth receive prenatal care in the first trimester of

pregnancy, compared to 76% of all mothers who begin prenatal care in

the critical first trimester (78) (Table 4). Neither national data

nor data reported by States provide information about entry into

prenatal care by marital status and age of mother.

Data reported from the States confirm the national trend. Of

the 22 States able to provide data on the percentage of pregnant

adolescents receiving prenatal care within the first trimester in

1982, all but two States reported within a range of 48% to 64%. New

Mexico reported a percentage of 22.3% in 1981, which increased by

17% in 1983. Virginia reported that only 32% of pregnant teens

received early prenatal care in 1982, decreasing to 31% in 1983.

Four States, Louisiana, Vermont, Wisconsin, and Wyoming served more

than 60% of pregnant teens in the first trimester during 1982 (Table

4A).

Twenty States were able to report the percentage of live births

to adolescent women receiving prenatal care in the first trimester

for three or more consecutive years (Georgia, Illinois, Kentucky,

Louisiana, Maryland, Minnesota, Mississippi, Missouri, Nebraska,

North Dakota, North Carolina, Ohio, Oklahoma, Pennsylvania,

Tennessee, Vermont, Virginia, Washington, West Virginia, Wyoming).

- 10 -
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Of these, 16 included data for 1978. Between 1978 and 1980, 13

States reported increases in the percentage of adolescent waxen who

gave birth and received prenatal cart in the first trimester

(Illinois, Kentucky, Louisiana, Minnesota, Mississippi, Missouri,

Nebraska, North Dakota, North Carolina, Pennsylvania, Tennessee,

Vermont, West Virginia).

Eight States, however, had a decline in rates between 1980 and

1983 (Illinois, Minnesota, Missouri, Nebraska, Ohio, Pennsylvania,

Virginia, and Washington).

An additional 7 States had declines in the percentage of live

births to adolescent women who received prenatal care in the first

trimester between 1980 and 1982, but 6 of these reported slight

improvements for 1983 [Tennessee, Maryland. Georgia, Louisiana,

Mississippi, North Dakota, Oklahoma (reported no 1983 data)].

Kentucky and Wyoming showed improvements in these rates between

1980 and 1982, but decreases in 1983.

Only Vermont, North Carolina, and West Virginia showed a steady

rate of improvement between 1978 and 1983.

Mortality More Likely for Infants of Teens

Infant mortality rates by age of mother have only been collected

for selected years or for certain regions. Consequently, the

national population-based data on infant mortality remain sparse.

26



No national data are currently collected on infant mortality by

marital status of the a.ther 4/

Mary Statta have rersntly begun to collect infant mortality data

by linking birth and death certifies:mi. Twenty-five States we:e

able to provide this information for at least one year (Sae Tabls

5). While these data aro not Jboolutely comparable because of

differences in reporting format and incomplete matching of birta and

death certificates, they are indicative of severe health outcomes

for infanta born to teens. The nationwide infant :Wits, rate for

infants born to mothers of all ages was 11.2/1000 live births in

1983, down only slightly from 11.5 in 1982. For those States able

to report infant mortality rates (1982) for teens (under 15, 15 -17,

18-19), tfe rates are such hi-her than the national rate (Table 5).

Low Birthweight Rates Greater for Infants of Wens

Low birthweight, which is strongly associated with infant

mortality, remains high among infants .ern to teens (53). Teenage

mothers typically account for about 1 in 5 low birthweight

(78). In 1983, there were 47,500 low birthweight ir*ftnte born to

teens under age 20, almost 10% of all births to teens. There has

been little or no redu-tion in low birthweight rates among infants

born to teens since 1978 (Table 6).

4/ National Center for Health Statistics, Mortality Branch has begun
a pilot. study in 9 states using a 1982 ...nort to test the
feasibility of collecting infant mortality by age of mother.
P-eliminar/ results should be available by Spring 1986.

27
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"Comarried mothers have a consistently higher risk of beaming a

low-birthweight infant than those who are married (but) the

increased risk is Lot explained by age differences among married and

unmarried women" (53). The differential in low birthweight between

married and unmarried women is greater for older mothers than for

teen mothers (69) (See Figure 3).

Most Statns were able to report the incidence of low birthweight

by age of mother. In nearly every state which reported, the percent

of low birthweight infants born to teens substantially exceeds the

average for all births (Table 6A).

EDUCATION AND INCOME: TEEN PARENTS ARE AT HIGHER RISK OF
POVERTY, SCHOOL FAILURE AND UNEMPLOYMENT

School Cu.g,letion Extremely Low for Pregnant and Parenting Teens

Teenagers who give birth while still in high school, or soon

after leaving school, are less likely to obtain a high school degree

or an equivalent than are women who delay childbearing (67).

In 1982, the four most frequently cited reasons by female

students for dropping out of school were: "I got married or planned

to get married" (31%); "school was not for me" (31%): "had poor

grades" (30%): and "pregnancy" (23%) (50).

In addition, married mothers under age 20 are more likely to be

high school graduates than unmarried mothers under age 20. Th4s

also holds true for mothers 2G years of age and older (69) (See

Figure 4).

- 13-
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Sometimes pregnant teens drop out of school by choice. However,

they are often forced out by mandatory school policies,

discriminatory attitules, and/or lack of child care and flexible

schedules [21(a), 711.

Only six States were able to report the number and/or percentage

of female students who left school and who gave pregnancy,

parenting, or lack of child care as the reason for dropping out

(Indiana, Louisiana, Mississippi, New Mexico, Wisconsin, West

V.rginli).

Tracking the number of adolescents who drop out of school is

still not a priority for most Federal, State, and local educational

agencies although such information would assist in the planning of

prevention strategies, since many teens who drop out are at risk

after leaving school.

Joblessness, Poverty, the Norm for Teen Parents

Families headed by teen perents, either single or married, face

a greater likelihood of economic hardship than other families. One

study showed that while initie"'y more adolescent fathers were

working than their classmates, e- jobs of about equal prestige for

higher income, their classmates' incomes were higher and their jobs

more prestigious after eleven years out of high school (64).

Families headed by young mothers are seven times more likely to be

slow the poverty level than other families (52).

Ten States reported, for at least one year, the number of

pregnant and parenting adolescents receiving Aid To Families with
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Dependant Children (See Table 8). South Carolina reported that in

1979, 18.6% of the mothers receiving AFDC were under twe-ey years of

age, compared to 7.4% nationally. South Carolina nay have the

highest percentage of teens receiving welfare [39(d)).

The relationship between educational attainment and economic

well-being is strong. In general, students without a high school

diploma are much more likely to find employment in low-rkill, by

wage jobs [20(a), 21(a), 22(a), 521.

States rarely keep statistics regarding the economic well-being

of teen parents. Only Arizona was able to provide unemployment

rates among adolescent mothers and fathers.

Studies confirm that teens who perceive poor fu, Ire job

prospects may be more likely to !peed up childbearing [20(a), 611.

Fifteen states provided information on the overall statewide youth

unemployment rate.

Teen mothers who drop out of school generally have extreme

difficulty it escaping poverty, particularly if they are unmarried.

Limited job and child care opportunities, and lack of skills

combined with the need for added resources very often force teen

mothers into the welfare syatem. In 1975, nearly two- thirds of

women receiving AFDC had their first child when they were teenagers

(51).

'Some (single teenage and school-age mothers') immediate

economic problem. are solved by remaining with their parents, and

most teenage mothers do so at least for a time. Few head their own

households. Thus, because the poverty rate for those teenage

- 15
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mothers who head their own households is very high, usually 100

percent (or closet to it), most families headed by teenage mothers

live as subfamilies in the household of relative, usually a

parent. Those who live on their own constitute only 4 percent of

poor mother-only families. Some teenage mothers move out of poverty

subsequently through marriage" (70).

TEEN PARENTS SUFFER HIGHER RATES OF WARITAL INSTABILITY, AND THEIR
CHILDREN ARE MORE LIKELY THAN OTHER CHILDREN TO HAVE H2ALTH AND

LEARNING PROBLEMS. AND TO BE TEEN PARENTS THEMSELVES

Teen Parente Have Higher Rates of Divorce

TUenage mothers, when compared to woman giving birth at later

ages, suffer higher rates of marital separation, divorce and

remarriage (60). Although an unmarried adolescent mother is likely

to marry soon after the child is born, her marriage is more likely

:.man others to end in divorce (60). "Marital dissolution rates are

higher the younger the adolescent is at the time of marriage, and

those who marry young ire likely to express regrets later about the

marriage. The risk of marital dissolution is carried on through

later life, and shows up in increased risks of marital dissolution

in second marriages" (60).

Economic Support, Involvement by Teen Fathers Inadequate

According to one ntudy, fewer than one-fourth of the fathers of

infants of unmarried teenage mothers were in weekly contact with the

child' mother during the first years of the child's life, with less

contact in subsequent years (60). Additional studies support the

conclusion that few young unmarried mothers receive economic support

from the father (60). Adolescent fathers also tend to drop out of
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school earlier and take low paying jobs, limiting their ability to

provide child support (51, 60). In fact, during 1978 only 16% of

all single mothers between the ages of 18 and 24 received child

support (51).

Another recent study, however, suggests that teenage fathers may

be more involved than previously thought. In a nationwide study of

400 teen Uthers, 82% reported having daily contact with their

chile, even though they live! apart, and 74% said they contributed

financially to the child's support. Nearly 90% said they had

ongoing relationshipa with the mother (54, 55).

Children of Teen Parents Are Less Healthy

Children of teen parents tend to be less healthy on the average

than other children, and to exhibit learning difficulties more

frequently in school. They also are likely to become teen parents

themselves (52, 61).

One study, measuring infants' status at age one, found that

children of parents with low socioeconomic status, and children of

unmarried mothers who live alone with their children, generally show

poorer physical health (64).

Additional studies show that children born to teenagers are more

likely to show cognitive deficits; much, but not all, of the effect

resulting from the social and economic consequences of early

childbearing. Research also suggests that the effect of the

mother's age on her child's social and emotional development is less

clear than it is on her child's cognitive development. It appears

that when an effect on social and emotional development was present,

- 17 -
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it was negative, and often was not evident until the child neared

school age. As with other effects, however, the evidence suggests

that this effect does not result from the mother's age at birth

directly, but rather is transmitted ..hrough other factors associated

with early childbearing, such as educational nd economic

disadvantage and greater likelihood of marital breakup" (64).

Studies have shown, however, that certain health and education

programs can ameliorate these hardships. Adverse effects are also

less likely to occur when the teenage mother has a stwortive

network -- including help from the father, her own parents, or

others (64).

Research "suggests that one way to help the children of

adolescents is to improve the educational and employment

opportunities of the teenage parents and to encourage the supporting

role of other adult family members (64)." (52).

ADOPTION, AS AN ALTERNATIVE TO TEENAGE PARENTING, DECLINES

There are little available data on the frequency with which

children of adolescents are placed for adoption. It is generally

believed that adoption has diminished in frequency over the last

decade. While adoption is not prevalent in either group, it is more

prevalent among whites than blacks (60).

The national survey data that are available show that in 1971,

Ss of infants born to unmarried teenagers were placed for adoption;

2t of the unmarried black teenagers and let of the unmarried white

teenagers who gave birth placed their children for adoption. By
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1976, only 3t were placed. The rate for whites had declined to 76,

and the black rate to zero (57).

The third cycle of this national survey revealed that 5% -- a

slightly higher percent of births to teens than in 1976 -- had been

placed for adoption in 1982. This "is the result of changlig racial

composition of premarital births: In 1982, white babies, which had

been placed for adoption at higher rates than black babies, made up

a larger proportion of all premarital births. The percents of white

and black babies placed for adoption that were observed in the 1982

survey were virtually identical to those observed in 1976" (57).

Most States do not keep data on the rate of adoptions by age of

the biological mother. Only three States reported some information

on the number of adolescents choosing adoption (Arkansas, Delaware,

and Mississippi).
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Figure 1

Adolescent Pregnancy Rate and Outcomes, 1970.1982'
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Figure 2

Adolescent Birthrates, 1970.1982
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Table 1. Number of Birth. Adolescents by Age ,f Mother

1960. 1970 19:2 1975 1978 1980 1983

Total births
Under 15 7,462 11,752 12,082 12,642 10,772 10,169 9,752

15-17 177,904 223,590 236,641 227,270 202,661 198,222 172,673

18-19 423,775 421,118 379,639 354,968 340,746 353,939 316,613

Total 609,141 656,460 628,362 594,880 554,179 562,330 499,038

Source: National Center for Health Statistics, Advance Report of Binal Natality
Statistics, 1972, 1975, 1978, 1980, 1983

See Reference (65).

-22 -

3 7



Table 2. Birth Rate. by Age of Mother and Rao. of Child: U.S. 1970-83

Age of Mother
Year and race of child

All races 10-14 yrs. Total 15-17 yr.. 18-19 yrs.

1983 1.1 51.7 32.0 78.1

1982 1.1 52.9 32.4 80.7

1981 1.1 52.7 32.1 81.7

1980 1.1 53.0 32.5 82.1

1919 1.2 52.3 32.3 81.3

1978 1.2 51.5 32.2 79.8

1977 1.2 52.8 33.9 80.9

1976 1.2 52.8 34.1 80.5

1975 1.3 55.6 36.1 85.0

1974 1.2 57.5 37.3 88.7

1973 1.2 59.3 38.5 91.2

1972 1.2 61.7 39.0 96.9

1971 1.1 64.5 38.2 105.3

1970 1.2 68.3 38.8 114.7

White

1983 0.6 43.6 24.8 68.3

1982 0.6 44.6 25.2 70.8

1981 0.5 44.6 25.1 71.9

1980 0.6 44.7 25.2 72.1

1979 0.6 43.7 24.7 71.0

1978 0.6 42.9 24.9 69.4

1977 0.6 44.1 26.1 70.5

1976 0.6 44.1 26.3 70.2

975 0.6 46.4 28.0 74.0

1974 0.6 47.9 28.7 77.3

1973 0.6 49.0 29.2 79.3

1972 0.5 51.0 29.3 84.3

1971 0.5 53.6 28.5 92.3

1970 0.5 57.4 29.2 101.5

Black

1983 4.1 95.5 70.1 130.4

1982 4.1 97.0 71.2 133.3

1991 4.1 97.1 70.6 135.9

1980 4.3 100.0 73.6 138.8

1979 4.6 101.7 75.7 140.4

1978 4.4 100.9 75.0 139.7

1977 4.7 104.7 79.6 142.9

1976 4.7 104.9 80.3 142.5

1975 5.1 111.8 85.6 152.4

1974 5.0 116.5 90.0 158.7

1973 5.4 123.1 96.0 166.6

1972 5.1 129.8 99.5 179.5

1971 5.1 134.5 99.4 192.6

'.970 5.2 147.7 101.4 204.9

Source: NOBS, Advance Report of Final Natality Statistics, 1983, Table 4, Vol. 34,

No. 6 (Supple), 1985.
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Table 3. Firth Rates for Unmarried Women Age 15-19 by Race of Child (Live
births to unmarried women per 1000 unmarried women 15-19 years
of age)

Year 1/ All RAMS Black White

1970 22.4 96.9 10.9
1971 22.3 98.6 10.3
1972 22.8 98.2 10.4
1973 22.7 94.9 10.6
1974 23.0 93.8 11.0
1975 23.9 93.5 12.0
1976 23.7 89.7 12.3
1977 25.1 90.9 13.4
1978 24.9 87.9 13.6
1979 26.4 91.0 14.6
1980 27.6 89.2 16.2
1981 28.2 86.8 17.1
1982 28.9 87.0 17.7
1983 29.7 86.4 18.5

1/ For 1970 to 1979, births to unmarried women are estimated from data
for registration areas in which marital status of mother was reported.
For 1980 to 1983, data for states in which marital status vas not
reported have been inferred and included with data from the remaining
states.

Source: NORS, Advance Report of Final Natality Statistics, 1983, Table
18, Vol 34, No. 6 (Supple.), 1985.

-24-

33



Table 4. Live Births by Month of Pregnancy Prenatal Care Began for Women Age 15-19

Month
No prenatal Not

Year Total 1 G 2 3 4-6 7-9 Care Stated

1983 489,286 143,655 114,378 163,596 39,499 15,417 12,741

(1001) (29.41) (23.4s) (33.40 (8.1%) (3.2%) (2.6%)

1980 552,161 166,814 133,021 177,871 41,042 14,058 19,355

(100%) (30.2%) (24.1%) (32.2%) (7.4%) (2.5%) (3.5%)

1978 538,799 153,105 130,273 177,628 40,426 13,808 23,559

(100%) (28.4%) (24.2%) (33.0%) (7.5%) (2.6%) (4.4%)

1975 502,613 133,286 122,020 171,523 40,900 11,021 23,863

(100%) (26.5%) (24.3%) (34.1%) (8.1%) (2.2%) (4.7%)

1972 616,280 162,698 153,454 226,175 57,314 16,639 N/A

(100%) (26.4%) (24.9%) (36.7%) (9,3%) (2.7%) N/A

Source: National Center for Health Statistics, Advance Report of Final Natality
Statistics, 1972, 1975, 1978, 1980, 1983.
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Table 4A, Percent of Live Births to Adolescei Women Receiving Prenatal Care
in Firwt Trimester, by State
as reported by states)

Statewide
Percentage. 1/

(all age mothers)
State 1983 .378 1980 1982 19C3

Georgia 75.2 57.' (1979) 54.8 51.3 53.2
Illinois 77.8 53.0 54.8 53.8 53.7
Kansas 81.2 70.0 (1980-81-82)
Kentucky 75.0 48.7 52.2 55.6 55.4
Louisiana 78.3 50.0 62.7 61.2 62.7
Maryland 78.5 59.5 55.7 55.8
Minnesota 79.0 52.6 52.8 49.7 49.3
Mississippi 74.6 55,4 58.4 56.4 57.1
Missouri 79.2 56 S 58.3 56.1 55.3
Nebraska 80.6 53.3 55.9 55.6 54.9
New Hampshire 84.8 64.0
hew Jersey 80.7 50.J 50.9
hew Mexico 61.5 22.3 (1981) 26.0
North Carolina 77.8 53.9 55.5 56.7 57.1
Borth Dakota 01.5 50.E 59.7 58.7 60.6
Ohio 81.0 59.3 58.9 58.9
Oklahoma 67.4 51.5" 50.0 49.1
Pennsylvania 79.0 53.7 53.8 52.5 49.9
Rhode Island 84.7 65.7 (1976-82)
South Dakota 72.1 51.4
Tennessee 74.7 49.5 53.P 51.3 51.6
Vermont 82.9 57.0 59.1 b2.0 64.0
Virginia 80.6 33.0 (1979) 33.0 32.0 31.0
Washington 77.6 55.84," 58.3 53.4 52.6
west Virginia 72.0 45.6 47.7 48.7 49.4
Wisconsin me 60.6
Wyoming 78.7 60.0 59.6 61.9 59.5

1/ Overall ate... rate for all live births in 1983 to pregnant women of all
ages, ho rece(ved prenatal care in the irst trimester.

Source: NOWS, '.4,published data 1985.

Of those reporting
vv. For 1978 only first trimester car for teens 1- by occurrence, and births
are for recidence.
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Table 5. State Infant Mortality Rates By Age of Mother

(rates may be per 1000 live births or 1000 live
births In ago group as reported by States; See Footnotes).

Statewide
STATE AND /MR++ 1/

AGE OF (a11 age motha.$)

MOTHER 1983 1978 1980 1982 1983

ARIZONA 9.5

10-14
15-19

28.0+

11.0+

CALIFORNIA 9.7

10 -14 22.64 20.86 28.24 N/A

15-19 16.05 14.62 12.59 N/A

18-19 N/A N/A 12.3 N/A

CC CTICUT 10.1

Under 19 16.3

GEORGIA 13.4

10-14 N/A N/A 15.9 N/A

15-1i N/A W/A 17.8 N/A

18-19 N/A N/A 14.7. N/A

HAWAII 9.4

10-14 0.0 58.8 0.0 0.0

15-17 15.4 14.3 11.4 14.2

18-19 11.4 9.9 13.5 12.5

ILLIWIS 12.4

10-14 46.0 41.1 '5.3 N/A

1.-17 21.6 21.5 21.5 N/A

18-19 18.6 18.3 17.4 N/A

KANSAS 10.3

10-14

18-19

19.2 for 1980-81-82
11.7 for 1980-81-82

LOUISIANA 13.5

10-14 41.7. 24.7. N/A N/A

15-17 25.0. 18.9. F/A N/A

18-19 19.0* 15.3* N/A N/A

MARYLAND 11.8

10-14 19.0 37.0

1- -17 20.3 15.7

18-19 16.1 14.3

MINNESOTA 9 8

10-34 N/A N/A

15-17 N/A 16.1 16.9 N/A

18-19 N/A 15.0 16.1 N/A
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Statewide
STATE AND IHR*+ 1/
AGE OF (*11 age mothers)
MOTHER 1983 1978 1980 1982 1983

MISSISSIPPI 15.1
10-14 N/A N/A 46.4 36.0
15-17 N/A 21.6 23.7 20.5
18-19 N/A 18.2 19.4 15.7

MISSOURI 10.7
1L-14 31.6* 45.5 27.2 47.9*
15-17 22.3* 16.6* 19.4* 19.6*
18-19 22.2 17.4* 12.2 13.5*

MONTANA 9.0

10-14 C 153.8
15-17 23., 18,3
18-19 19.3 7.0

NEBRASKA 9.9
10-14 71.4 0.0 30.3 0.0
15-17 23.9 13.6 21.4 18.7
18-19 15.7 14.2 13.9 13.4

NEW 11.1113EY 11.5
10-1 N/A 17.1 24.4 N/A
15-1 N/A 18.5 18.2 N/A

NIM MEXICO 10.0
10-14 12.8

(1981)
15-17 14.3

(19E')
18-19 13.1

(1981)
10-19 13.8 11.0

NORTH CAROLINA 13.2

10-14 32.1 32.5 24.7 25.7
15-17 25.8 1q.7 19.2 21.2
18-19 22.4 16.8 16.2 17.7

NORTH DAKOTA 8.9

10-14 111.1 0.0 0.0 0.0
15-17 23.6 15.2 7.0 17.1
18-19 10.9 18.1 14.0 10.5

OKLAHOMA 10.9
10-14 37.5** 38.3** 25.3** 37.9***
15-17 19.6** 18.7** 14.3** 15.6**
18-19 17.1.. 14.7.0p 14.7** 12.0**
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Statewide

STATE AND IMP++ 1/

AGE OF (all age mothers)

MOTHER 1983 1978 1980 1982 1983

PENNSYLVANIA 11.3

10-14 43.2"

15-17 17.1"

18-19 14.5

RHODE ISLAND 11.7

10-14 25.2+ (1976-1982)

15-17 12.4+ (1976-1982)

18-19 10.8+ (1976-1982)

SOUTH CAROLINA 15.0

10-14 N/A 55.7 23.0

15-19 N/A 23.3 22.8

TENNESSEE 12.8

10-14 61.3"" 27.5"" 24.0"" 55.1""

15-17 23.1"" 18.5"" 20.7"" 18.6""

18-19 19.3"" 16.3"" 15.8"" 18.3""

VERMONT 8.7

10-14 0.0 0.0 0.0 0.0

15-17 29.9 24.2 25.1 12.4

18-19 20.8 14.2 17.3 8.3

WASHINGTON 9.5

10-14 N/A 28.3 N/A N/A

15-17 N/A 18.8 N/A N/A

18-19 N/A 13.3 N/A N/A

WISCONSIN 9.6

10-14 &
15-17 24.5 19.2

18-19 16.2 1, 7

Infant mortality rate reported as per 1000 live bii.ns.
Rates reported per 1000 live births in age group; ..us-latore include

only those infants deaths which could be matched to birth ceztificater
(85 -95%).

"", Infant mortality reported as ratio of matched deaths to total doae.3

per 1000 births.
"b Too few deathe (4) to be statist,,naly significant.
" Rates are for single live births.

"" Rates per 1000 live births age specific.
+ Rates reported are neonatal mortality rates (per 1000 live births)

1/ Infant deaths per 1000 live births in 1983.

++ Source: National Center for Health Statistics, Monthly Vital Statistics
Report, Advance Report of Final Mortality Statistics, 1983, Table 13,
Vol. 34, No. 6 (Supple) 1985.
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Table 6. Percent of Low Birthweight by Age of Mother 1/

Age of Mother

1978 1980 1983

Under 15 14.3 14.6 14.5
15-19 yrs. 9.9 9.4 9.4

15 yrs. 12.1 12.1 12.0
16 yrs. 11.1 10.7 10.7
17 yrs. 10.3 10.0 10.0
18 yrs. 9.7 9.4 9.4
19 yrs. 9.0 8.4 8.4

20-24 yrs. 7.1 6.9 7.0
25-29 yrs. 6.0 5.0 5.9

1/ Less than 2500 ga.

Source: National Center for Health Statistics, Advance Report of
Final Natality Statistics, 1978, 1980 and 1983.
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Table 6A: Percentage of Teen Births Which Arlo Low Birthwsig to

and Age of Mother (as reported by states)

State and Statewide LBW* 1/
Age of (all age mothers)

Mother 1983 1978 1980 1982 1983

Alabama 7.9

10-14
15-17

16.7 19.4 13.5 15.3

18-19

12.0 10.7 11.5 11.1

10.1 9.3 9.6 10.0

Alaska 4.7

10-14 8.3 0.0 N/A (1981)

15-19 7.0 6.7 N/A (1981)

10-19 N/A N/A 6.0 (1981)

Arizona 6.1

10-14
15-19

7.4

7.9

14,5
7.4

16.0
6.8

17.1

8.4

California 6.0

10-14 20.0 17.7 16.4 N/A

15-17 N/A N/A 8.3 N/A

18-19 N/A N/A 7.3 N/A

Connecticut 6.4

10-14 20.0 N/A 12.2 13.1

15-17 12.3 N/A 12.7 12.7

18-19 10.0 N/A 9.2 9,7

Georgia 8.4

10-14
15-17
18-19

14.7

12.0

11.1

16.5
13.1

10.6

18.2
12.9

10.3

14.6
11.9
3.9

Hawaii 7.0

10-14
15-17

10.0 5.9 9.1 21.0

10.1 10.9 10.3 10.6

18-19 10.0 10.3 10.6 9.2

Idaho 5.6

14-17 9.0 (Average 1969-19:12)

Illinois 7.2

10-14
15-17

12.4 16.6 16.1 15.3

11.4 11.1 11.4 11.3

18-19 9.9 9.3 9.3 9.9

Indiana 6.3
10-14
15-17
18-19

11.1
7.7

7.2

14.6
8.8

16.9
16.9
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Stab' and
Age of

Statewide LIM* 1/
(all age =there)

Mother 1983 1978 1980 1982 1983

Iowa 5.0
10-14 16.0 10.0 6.7
15-19 7.6 8.3 5.8

Kansas 6.1
10-14 13.9 15.3 11.5 12.2
18-19 9.0 7.7 8.3 8.3

Kentucky 6.9
10-14 13.7 14.5 16.7 13.8
15-17 8.9 8.9 9.5 9.5
18-19 8.5 8.8 8.1 7.9

Louisiana 8.6
10-14 16.0 14.6 15.8 20.4
15-17 11.9 12.6 11.7 12.8
18-19 10.5 10.8 10.2 10.5

Mains 5.6
10-14 5.3 8.7 21.4 6.7
15-17 8.1 7.3 ".9 9.6
18-19 6.0 6.0 7.0 7.1

Maryland 7.7
10-14 14.3 18.1 15.8 15.3
15-17 12.1 11.8 11.0 12.8
18-19 10.0 10.6 10.2 10.3

husetts 5.9
10-15 13.2
16-17 8.7
18-19 7.9

Michigan 7.0
Under 20 10.3
10-14 15.5
15-19 10.2

Minnesota 5.1
10-14 10.0 11.1 14.0 9.4
15-17 7.9 7.6 9.1 8.7
18-19 7.6 6.7 7.4 6.5

Mississippi 8.8
10-14 16.7 16.1 17.7 16.2
15-17 12.3 12.5 12.5 12.2
18-19 10.9 11.3 1V.9 10.3

Missouri 6.7
10-14 12.2 17.7 15.6 16.8
15-17 11.2 10.5 11.1 9.9
18-19 9.9 8.6 9.3 9.1
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State and
Age of
Mother

Statewide LBW' 1/
(all age mothers)

1983 1978 1980 1982 1983

Montana
10-14

15-17
18-19

Nebraska
10-14
15-17
18-19

New Hampshire
10-14
15-17

18-19

New Jersey
10-14
15-19

New Mexico
10-14
15-17
18-19

North Carolina
10-14
15-17

18-19

North Dakota
10-14
15-17

18-19

Ohio
10-14
15-19

Oklahoma
10-14
15-17

18-19

Pennsylvania
10-14
15-19

5.6

5.4

5.1

7.2

7.6

7.8

4.7

6.7

6.7

6.7

20.0

9.0

7.7

25.0

10.4

7.4

14.0
11.7

15.5
11.7
10.6

11.1

7.3

6.6

15.5

10.0

13.6

9.2

8.8

16.2

9.7

7.1
9.7

7.1

12.5
9.7
7.5

0.7
3.0%
5.0%

13.4
11.5

12.7
12.3
9.8

0.0
8.8

5.1

15.9
9.3

13.8
9.3

8.1

14.5
9.5

0.0 7.1
8.5 8.7
7.0 6.9

3.0 0.0
8.6 9.9
7.2 7.5

13.0 20.6
10.9 10.9

9.0 (1981)
9.6 (1981)

9.2 (1981)

17.0 17.0
12.1 12.1
9.8 9.6

16.7 0.0
5.9 9.2
5.0 5.5

16.6 12.3
9.2 9.7

15.0 8.1
8.9 9.4
8.4 7.9

12.7 20.1

9.9 9.6
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State and
Age of (all

Stateside L1310 1/
age mothers)

Mother 1983 1978 1980 1982 1983

Rhode Island 6.4
Under 14 11.8 16.7 9.1 11.1
15-17 8.6 7.8 10.0 11.5
18-19 9.0 8.5 7.2 9.5

South Carolina 8.6

10-14 19.0 17.0 15.0

15-19 12.0 12.0 13.0

Tennessee 8.0

10-14 15.0 13.7 13.4 12.9
15-17 11.4 11.3 11.7 11.2
18-19 10.2 10.1 10.1 10.1

Vermont 5.9
10-14 22.0 25.0 20.0 14.0
15-17 10.0 11.0 8.0 5.0

18-19 8.0 6.0 7.0 6.0

Virginia 7.2
10-14 16.0 (1979) 15.0 16.0 17.0
15-19 11.0 (1979) 11.0 10.0 10.0

Washington 5.2

10-14 7.9 16.0 11.1 11.1
15-17 7.8 7.8 7.9

18-19 6.5 6.1 6.7

West Virginia 6.7

10-14 9.3 8.5 12.7
15-19 8.5 7.8 8.4

Wisconsin 5.4

10-14 16.5
15-17 9.1
10-17 9.1

18-19 7.5 7.3

Wyoming 7.1

10-14 25.0 13.3 13.3 28.6
15-17 9.8 8.6 8.5
18-19 8.3 8.3 5.9

15-19 10.3

1/ Births weighing under 2500 gm. as a percent of all live birth, in the
state, in 1983.

Sources NCHS, Monthly Vital Statistics Report, Advance Report of Final
Mortality Statistics, 1983, Table 16, Vol. 34, No. 6 (Supple.' 1985.
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Figure 3

Percent low birth weight, by age and
marital status of mother, 1982
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Figure 4

Percent of mothers who are high school
graduates by marital status, 1982
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Figure 5

Birth rates for unmarried women aged
15-17 and 18-19, 1970-82
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CHAPTER Is SWIM TO WIRVING AT-RISK, PRMGMAMT AND PARKETIMG
TIMMS

Nearly every State reported a serious teenage pregnancy and

parenthood problem, and 26 specifically acknowledged that existing

prevention and assistance services are inadequate to address the

needs (Alabama, Arkansas, Arizona, Colorado, Delaware, Georgia,

Hawaii, Indiana, Kentucky, Kansas, Maine, Maryland, Minnesota,

Mississippi, Missouri, Montana, New Jersey, Ohio, North Carolina,

Oklahoma, Pennsylvania, Rhode Island, Te , Virginia,

Washington and Wyoming).

In contrast, California's survey response indicated that "the

problem is not a lack of services, which are probably adequate in

California; the problem is a social one...Young people need to have

meaningful participation in their own families, school and

community" (5). Wisconsin raised concern about even assessing the

problems: "It is difficult to assess the adequacy of prevention and

assistance services given the lack of data" (48).

In addition to an sssss meant of service adequacy, States

Identified many barriers to better service. As described by the

States, these barriers fall into six categories: lack of education

and public awareness, fragmented and noncamprehensive services,

funding shortages, inadequate data, little prevention focus, and

service gaps and inaccessible services.
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STATES IDENTIFY NEED FOR MORE EDUCATION, PUBLIC AWARENESS
AND 03MMUNITY INVOLVEMENT

To promote the concept of prevention and improve assistance to

pregnant and parenting boons, total of 31 States emphasized a need

for more educational opportunities, not only for pregnant and

parenting toms, but for the entire community. Their comments

generally fall into the sub-categories of community education,

public overarms', or educational interventions in schools. The

total of 31 reflects a combination of these throw groups.

lava:. of State Responses Regarding Education

Massachusetts

nmgnant students often drop out of school because of limited
alternative school programs and a lack of support services.
There are no mandated state-wide programa for this population.
Although Massachusetts General Law Chapter 622, the State's
Equal Education Opportunity Law, prohibits schools from
excluding students on the basis of pregnancy status, the lack of
school-based cervices often Loads to do facto exclusion (21(a)).

Minnesota

We need more public information efforts, e.g., media efforts to
present information and media communication relative to
responsible sexual decisionmaking and behavior, as well as
service use and availability (23).

New Hampshire

The key is education for both teenage boys and girls and the
communities. The issues of growth and development, injury
prevention, child "buss, jobs training, suicide, alcohol and
drug abuse, self image are all outside of their reach in the
world in which they grow up in. Successful programs that have
addressed many of the most distressing problems are those
located in the Jr. and Sr. High School. You must take these
services to the kids. At this stage, fear of being different,
lack of transportation and lack of family support all create a
most trying time that often affects their future position in
society.

The priorities should be to lot each kid have an opportunity to
develop both physically and emotionally within an environment
that is educationally based. Provide teens the tools to make
informed decisions based on foot and objectivity. To prevent
unwanted pregnancy, to keep them in school and to reinforce

-39-

54



their creativity will be the mark of successful state/federal
initiative (29).

New Jersey

If we had funds to do education in the schools, in the

community, in the workplace (corporate and the like), we could
begin to make an impact before the problem arrives (ruch as
teenage pregnancy, suicide, drug abuse, school drop-outs). We
need funds to teach each other (federal, State and Local

Community at large) the basic skills of better communic.tion
with our children, teaching themselves respect and how to be
responsible for their own behavior and the consequences
involved. Above all we need funds to impact the media and the
messages we all receive that affects our lives (our behavior and
attitudes towards life) (30).

Texas

In anaa of education, the alternatives f.ux a pregnant
teepgeas schooling are limited and lack uniformity across

[42(a)' .

Washington

There is a need for more alternati "e educational programs for
pregnant and parenting teens. The r )grams need to stress:
(1) Completion of at least high school education and ideally
provide for further education -- either skills training or
college, (2) normal growth and development of the infants and
children with implications for parenting and promotion of the
health of these children, and (3) appropriate, growthful peer
and social ins. -action skills (46).

Florida, Georgia, and Tenres.se also stressed the important nil...,

of education in improving prevention services.

Seventeen States suggested strengthening family life education,

sex education, and parenting education efforts (Connecticut,

Georgia, Indiana, Kansas, Kentucky, Maryland, Massachusetts,

Michigan, Minnesota, Nevada, New Jersey, New York, North Carolina,

North Dak ta, South Carolina, Tennessee and 7:.nas):

Indiana

The need for early intervention wan endorses.] by the results of a
community survey which requested respondents to list the most
critical needs for teenage mothers in our county. The most
frequent response was parent education. Although 22 agencies
were iLntified as providing some typo %..f service for these
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mothers, teaching teens to be better parents remained the most
critical need and the one that has Lot been effectively
addressed (14(e).

Kansas

Education programs on responsible parenthood and parenting
skills need strengthening through public schools and public
information programs (16;.

Kentucky

We should see increased funding needed fur programs in schools
in the areas of family life living, human sexuality, and
adolescent choices (17).

Massachusetts

Parenting and health education classes are unevenly available
throughout the state (21(a)).

Minnesota

We need family life and sex education in all schools - with or
without parental Involvement (they certainly must be offers(' the

opportunity and encouraged to participate, but not all wilal
(23).

New Jersey

Family life education is a policy for all public schools.
However, there is a need for increased teacher trtning in this
field and for more resources for the teachers so that this
program can be enriched and strengthened (30).

Finally, nine States alco suggested that it might be difficult,

or even inappropriate, to institute programs targeted to adolescents

without community and parental involvement (Alabama, Idaho,

Mary,And, Massachusetts, Michigan, New York, North Carolina,

Washington, West Virginia). If such involvement is lacking, they

notee, full implementation of services will be difficult. As

Indiana ref. ted, "there is need to recognize that adolescent

pregnancy is a ca.munity-wide problem which requires community-wide

support" (14).

West Virginia also Acknowledged the importanc4 of greater

community involvement, and the need to "work with schools and
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parents" (47). Alabama noted that its State health department

specifically "needs more money for community outreach and parental

involvement activities that directly relate to services to teens"

(1).

Maryland's Task Force on Teen Pregnancy recommended thm

development of a "community-based strategy in which community-based

organizations are actively involved in the development and delivery

of teen pregnancy prevention programs" [20(a)].

Washington found that the "imposition of [a] program in [the)

community without local support," did not work (46).

STATES LACK COORDINATION AMONG EXISTING SERVICES

A majority of States (28) cited a lack of coordination mong

state and local agencies os a serous problem. (Alabama,

California, Colorado, Connecticut, Delaware, Georgia, Illinois,

Indiana, Louisiana, Maryland, Massachusetts, Michigan, Montane, New

Hampshire, New Jersey, New Mexico, New York, North Carolina, Ohio,

Oklahoma, Pennsylvania, Rhode Island, South Carolina, Tennessee,

Texas, Virginia, Washington, and Wyoming).

A variety of approaches and services are required to prevent

adolescent pregnancy and to address the multiple ,..eeds of pregnant

and parenting teens and their children. However, even if adequate

services are available, poor coordination among public and private

delivery systems often prevents adolescents from receiving necessary

information and services.
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Two-thirds of the States which reported coordination problems

issued recommendations or then steps to improve coordination.

Examples of State Responses Regarding Coordination of Services

Indiana

Statewide planning and coordination is needed to more
edflescents with the comprehensive range of services they
require (14).

Louisiana

There is currently fragmentation of the services needed by teens
amongst many public and private agencies. Better coordination
could focus effort and avoid duplication of efforts (18).

Maryland

The need for much stronger interagency public/private
coordination, at both the state and local levels, was
consistently identifiel as a major problem. Many services exist
and are delivered by public and private agencies in such areas
as health, education, income maintenance, social services end
employment ant training. However, these services are not
linked, coordiasted, or managed in any systematic way (20(a)).

Michigan

There currently is no coordinated state policy or position
regarding government's role in teen pregnancy /teen parenting
issues. Four major state departments have progams and/or funds
directed toward services to pregnant and/or parenting teens.
However, since most of the state departments operate through
legally autonomous branch agencies, there is little coordination
and integration amongst the departments in either service
delivery or strategizing for combating the underlying canoes of
teen pregnancy (22(a)).

Montana

There is no statewide coordination for programs directed towards
adolescents. Several agencies are involved in a variety of
programs, but it is very difficult to determine the extent of
involvement and overall statewide services (2E).

New Jersey

Fragmented services are not highly useful to the teen
popv:ation, especially if there is no transportation provided to
link one service with another. Fragmented services also
fragment the responsibility for cervices and detracts from the
comprehensive approach needed (30).
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Ohio

The various aspects of adolescent life are beirg addressed by a
number of stat agencies. Improved communication and
interaction among the Departments of Health, Education, Human
Services, Mental Retardation, et. al., is needed to facilitate
definition of the problem, strategic planning fur solutions, and
Implementation. Only in this way can gaps in services be
identified and duplication of services avoided (36).

Washington

There is a lack of case management for coordination and follow
up. There are piecemeal services, e.g., return teen to school
and do not provide for child care; offer parenting education
with no trans2ortation (46).

Alabama, North Carolina, and Ohio suggested that, to improve

coordination, a specific lead agency or coalition was required:

Alabama

we strongly believe that the overall effort in this area could
be improved through the development of a central task force,
committee or agency responsible for bringing together the
diverse segments of the population who are interested in this
problem. These are such groups as Education, Public Health,
Public Welfare and other state agencies; private agencies such
as the United Way, Salvation Army; special interest groups, such
as PTA, League of Women Voters; client groups; church groups;
legislators; and representatives from the Governor's office.
Statewide coalitions can serve to coordinate existing services,
study the problem and develop new coordination possibilities,
advocate for the establishment of local coalitions, and lobby
for policy or legislative initiatives, etc.

The formation of local coalitions made up of all interested
groups are also helpful for developing the type of multi-faceted
solutions that are necessary at the local level. Through the
state or local coalition or through key agencies, the local
coalition can be made a f an array of successful approaches
and they can develop a comprehensive program (by increment, if

necessary) that is politically and economically feasible in
their locality (1).

Ohio

There needs to be an identifiable body recognized by the public
and private sectors as coordinating adolescent health issues.
Numerous groups have contacted the Department of Health asking
for participation in their effort toward reducing teen
pregna.cy. Many of these efforts are duplicative. Par more
could be accomplished, and more efficiently so, if these
enthusiastic individuals combined their efforts in probleu
solving (36).
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North Carolina

North Carolina needs to designate a lead agency and provide
adequate staff support to coordinate programs and policies
relating to adolescent pregnancy and parenting (33).

One county in Indiana, particularly concerned about the rise in

child abuse cases and research which indicates teens are at high

risk of abuse or neglect of their children, conducted a community

survey to determine the services available to teen mothers:

Indiana

The survey indicates that services that do exist appear to be
scattered and inadequately coordinated. As a result, teenage
mothers may receive brief service,: without adequate follow-up or
referral to other appropriate programs. Most contact is
provided on an individual basis rather than in a group setting
with the exception of the school age mothers program and group
nutrition classes at WIC. Therefore, teenage mothers do not
have the opportunity to eat Jai's!) a supportive relationship wits,

their peers that could be helpful as they learn to cope with the
daily problems of mothering and also reduce the risk of abuse
and neglect (14(a)).

STATES HAWS IASUFFICIENT FUNDS TO REACH TEENS IN :2ED

For many States, lack of funds for services targeted

specifically to adolescents and/or pregnant an parenting

adolescents remains a barrier to progress. Nineteen States

indicated that inadequate funding constitutes a barrier to

comprehensive and effective programs to reach the numbers of teens

in need. (Alabama, Arkansas, Georgia, India, Iowa, Kansas,

Louisiana, Massachusetts, Maryland, Mississippi, Missouri, New

Hampshire, North Carolina, North Dakota, Ohio, Tennessee,

Washington, West Virginia and Wyoming).
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Many comments focused on funding shortages within yorticular

Federal programa (For further discussion of Federal funding, see

Chapter III: Federal Policies and Programs, and State efforts, and

Tables 7 and 8). Four States (Indiana, Kansas, Mississippi and

Wyoming) also noted the need for greater State funding, as well as

greater State attention to their aiolescent population.

Examples of Ste:._ Responses Regarding Funds

Arkansas

The Department of Human Services provides absolutely minimal
assistance to pregnant and parenting adolescents. Funding for
education, employment training, parenting training, and other
support services needs to be greatly increased (4).

Georgia

Education and programs for younger teens, males, and parents
need to be expanded, but funding has not increased (10).

Kansas

The existing preventive services are inadequate to meet the
needs of adolescents in Kansas. The maternity and infant care
projects have proven to be good model; however, they currently
reach only 750 of the 1,600 pregnant adolescents 18 and under
each year and less than 10% of the 19 year olds. Funding for
these community projects needs to be expanded from 4458,000 to
at least 42 million (16).

Massachusetts

Special programs which have been designed to ameliorate the
possible negative consequences of early childbearing are
available for young mothers. These programs, while good, reach
only a portion of teen mothers in need. The two programs
combined serviced nearly 3500 teenage mothers in 1983 - about
13% of teenage mothers throughout the state. However, funding
was not provided in these programs to make the essential
services of day care or transportation adequately available
(21(a)).

Mississippi

With one of the highest rates of adolescent pregnancy in the
nation, as well as a high rate of adolescents dropping out of
school, combined with federal budget reductions, we do not have
adequate resources to meet the needs of adolescents (24).
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Missouri

There is a need for new and expanded program in Missouri,
particularly in the areas of education, counseling and
treatment/preventive services for adolescents. Funding has been
and continues to be limited, preventing aggressive approaches to
this unmet need (25).

Tennessee

Existing services for adolescents are definitely not adequate.
Agencies do not have the funds or staff to reach out and provide
the social, educational, medical, and psychological services
needed for adolescents (41).

STATES COLLECT INADEQUATE DATA TO DEVELOP EFFECTIVE PROGRAMS

Fifteen States indicated that inadequate data remain a barrier

to improving services to at-risk, pregnant, and parenting teenagers

(Alaska, Georgia, Delaware, Idaho, Illinois, Indiana, New Hampshire,

New Mexico, New York, North Carolina, Ohio, South Carolina, Texas,

Wisconsin, Wyoming).

States lack the ability, using current data, to fully assess the

problem and design appropriate services. Five of these States

(Arizona, Illinois, New York, North Carolina, and Texas) cited the

need for evaluation data on successful prevention and intervention

program which might assist them in developing better strategies.

For those State services provided through the Federal Maternal

and Child Health Block Grant or the Social Services Block Grant,

there is no longer any requirement that States collect data on

services being provided, expenditure levels, or the number receiving

services. The Omnibus Budget Reconcil'ation Act of 1981 eliminated

this requirement. Funding was cut back as well, leaving States

without the resources to colle- die information on their own.
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Examples of State Responses Regarding Data

Alaska

Unfortunately, most of the information requested is unavailable
to us in the form that you have requested. Many of the
divisions of the state keep minimal statistics, and do not
document services to adolescents and/or services to pregnant
adolescents as a separate category. The department does not now
have the resources to research this material [2(a)].

Ohio

As the response to this questionnaire demonstrates, sufficient
data does (sic) not exist to define the problem. Statistics
regarding adolescent health, education, employment, etc. are
currently compiled by separate state agencies. Data collection
and storage (to this point) has not been efficient enough to
allow for easy retr.eval and study of information. It is
however recognized that the extent of the problem is large (35).

South Carolina

Agencies and organizations dealing with teens need to keel
teenage-specific data...[The State now uses 14-17 year old
female cohort data for calculating the teen pregnancy rate
rather than data on females aged 15-19]...by using these data,
the citizens of South Carolina will be better able to target
their efforts of pregnancy prevention and will be better able to
see the results of these efforts [39(c)].

Wisconsin

It is diffir-ult to assess the adequacy of prevention and
assistance services given the lack of data. Clearly, Wisconsin
families and communities are doing something right since
Wisconsin has a lower rate of teen pregnancy than the rest of
the nation. However, we expect to have a better feel for how
well we are doing In preventing teen pregnancies and serving
teen-headed families as we begin directing services specifically
to these purposes (48).

Nortn Carolina

To date, there has not been a comprehensive survey of various
approaches to serving adolescents in terms of examining the
relative effectiveness of sufficient models. There is interest,
however, in the result of nationwide studies such as that
conducted by the Center for Population Options. This particular

study has shown for example, that school-based preventive
services when offered in conjunction with curricula on famiiy
life/sex education, appear to be a significant factor in
reduction of teen pregnancy rates (33).

Illinois

Illinois has made a major commitment to adolescent pregnancy
prevention with the 412 million allocated to the Parents Too
Soon program. A variety of prevention programs have been
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funded. What is needed at this point in time is an in -depth
look at which program models will produce the best results.
Armed with data to indicate the success of these models,
additional funding for rwplication will be more easily obtained
from the public and private sector (13).

Arizona

With the increased attention on this issue, it is imperative
that the services be monitored and evaluated to de immine what
really works. Do parenting programs work? Do support groups
work? Why do some adolescents on bi':th control get pregnant?
What emotional factors affect teenage pregnancy? These
questions need to be answered so that new programs can be
developed and implemented (3).

STATES SEEK MORE EMPHASIS ON PREVENTIVE SERVICES

Eleven States noted that there has been too little focus on

prevention, as opposed to intervention services, for pregnant and

parenting teens. (Georgia, Illinois, Maryland, Michigan, New

Jersey, New York, North Carolina, North Dakota, Texas, Washington,

and Wroming). The majority of specific programs listed by States

also most often target already pregnant and parenting adolescents,

rather than all adolescents.

Prevention emphasizes reducing adolescent pregnancy and

parenting by reaching teenagers with appropriate education and

services before they become pregnant. Many professionals use

'primary prevention" to refer to the prevention of a first

pregnancy, and "secondary prevention" to refer to assisting already

pregnant or parenting teens from having another unwanted pregnancy.

A variety of services and programs are viewed as direct or indirect

preventive measures (e.g., sex education, family life education,

abstinence education, family planning, teen counseling services,

general health services for adolescents, school dropout prevention
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programs, pare;* education programs, and mass media campaigns).

Improved health services, particuiarly in seconder schools, may

also serve to prevent teen pregnancy and parenting.

Examples of State Responses Regarding Prevention

Michigan

Most existing services are remedial rather than preventive;
i.e., they are directed toward the teen girl after she has
become pregnant and decided to have ..nu parent the child [22(a)).

Kew Jersey

Of all the monies allocated for servicing women and childre.
(NCH, Family Planning, others) there are none specifically
allocated for prevention or to assist in prevention of teenage
(adolescent) pregnancy. Most funds are given to help in
providing services after the fact (better medical care, care for
those not taking advantage of what health services are
available.) These services are needed but better utilization cf
these services can be made (30).

New York

As with all populations served by the human services systems,
services for pregnant, parenting, and at-risk adolescents are

constrained by limited resources. Within these restraints, the
state has tended to serve those who are most in need (i.e.,
those in states of crisis or those least able to cope). As a
result, effective primary prevention strategies to reduce the
incidence of pregnancy in adolescents have often been diverted
by the very real need to address the daily problems of those who
are already pregnant and parenting. The New York Task Force
believes that this reactive strategy to the issue of adolescent
pregnancy has perpetuated and will continue to perpetuate the
current situation (32(d)J.

North Carolina

Too little is being provided too late for primary prevention. A
multi-faceted regimen of preventive educational and support
services for families with children should be initiated far in
advance of the time the children reach puberty. Services should
be provided systematically with broad community support (33).

Texas

Nearly all of the agencies expressed a desire to see the state
focus become more preventative in nature and less
crisis-oriented. Numerous studies have suggested the long-term
cost-effectiveness and cost-savings of such a preventive
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policy but resource limitations have limited the ability of
State agencies to focus on prevention [42(a)).

Washington

Most funding is directed at costly crisis situations and
terminal care rather than more cost-effective preventive
measures (46).

STATES HAVE SUBSTANTIAL SERVICE GAPS AND INACCESSIBLE SERVICES

Eleven States cited one or more gaps in their efforts to assist

at-risk, pregnant and parenting teens (Arkansas, California,

Florida, Indiana, Kansas, Massachusetts, Minnesota, New Jersey,

North Carolina, Pennsylvania and Texas). These areas include:

child sere, prenatal and perinatal care, housing, job training,

adoption, and contraceptive services. Others cited the

cessibility of current services as a significant barrier.

Examples of Gaps in Current Services

Arkansas

From a health care standpoint, future plans heed to include the
following: (1) Increased provision of contraceptive services at
the onset of sexual activity; (2) increased and improved
availability of primary, secondary, and tertiary perinatal care,
emphasizing the onset of care during the first trimester (4).

California

In its 1982 Report to the Legislature, the Department of Health
Services, Maternal and Child Health Branch, identifies a lack of
health care as being of major significance in the higher risk
status of pregnant adolescents. They have determined that teens
may not have access to, or seek care available, because of (1)

ignorance of need for care and/or resources available; (2) lack
of acceptance of available providers; (3) language or cultural
barriers; (4) transp:rtation problems. Further, they find that
traditional prenatal care, even when received, may not address
the special needs of these at-risk young women [5(b)).
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Indiana

Services to youth in regard to employment and training is
inadequate. JTPA is not structured to address the financial
support and personal counseling needs that may be more immediate
or require resolution before employment training can be
effective.

A broad range of services including clinical services, family
life/sex education, parenting, infant stimulation, counseling,
employment and vocational services, support etc. is needed to
effectively address the problems of teen pregnancy and
parenting. In addition, coordination of them, services is
essential if any are to enjoy success. Currently, Indiana has
some programs and services in all of these areas, but they
represent a "drop in the bucket" compared to the need (14).

Massachusetts

The essential and timely comprehensive prenatal and postpartum
care which pregnant and parenting adolescents and their children
need is net universally available or accessible to them...
because of limited funding, regulatory or policy barriers
(Medicaid), or availability problems (Medicaid and other health
insurer,' plans). Lack of affordeUe housing which affects most
low-income families also limits t' e availability of decent
housing for teen parents. Because the education of teen mothers
is often truncated, they are often ill-prepared to participate
in employment training programs or to acquire employment. The
available programs for job training for youth do not have
adequate resources or priorities developed for basic skills
remediation (21(a)).

New Jersey

The greatest need in services for the teen parents is for
housing for the teen mother and the baby, for infant day care,
for a comprehensive service/advocacy approach in relation to
services, an increase of services for teen fathers or for male
teens to prevent fatherhood (30).

North Carolina

The inadequacy cf existing preventive health services in the
major rationale for an expansion budget request currently under
consideration. This request addr he need f expanding
preventive family planning services as well as pwenatal care and
payment for labor and delivery. The request also contains
funding for community-based risk reduction projects focusing on
adolescent pregnancy prevention (33).

Texas

Awareness of adoption as a viable alternative to teen parenthood
is a problem in the teen population and further outreach efforts
need to be developed in the state (42(a)).
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Kansas also suggested that family planning and venereal disease

programs were in need of additional support.

Florida, Kansas, Massachusetts, Minnesota, North Carolina and

Texas emphasized that lack of subsidized child care is a particular

barrier for teens in finding employment or attending school and that

child care remains a major service gap.

Massachusetts

Parenting students require reliable and good child care for
infants and toddlers which is of very limited availability.
Neither the contracted day care program of DSS (Department of
Social Services) nor the voucher day care program of the
Department of Public Welfare is able to meet the child care
needs of this population, essential for teen moners to
participate in academic or vocational programs. Furthermore
transportation to and from the child care site is often
unavailable [21(a)).

Minnesota

Resource and funding for child care are definite needs (23).

North Carolina

Subsidized child care to enable teenage parents to complete high
school is inadequate (33).

Examples of Inaccessible Services

Eleven States also described the inaccessibility of current

services as a barrier to serving adolescents (California, Georgia,

Hawaii, Indiana, Maryland, Massachusetts, P.innesota, New Hampshire,

Texas, West Virginia and Wyoming). Accessibility is affected by

location of services, hours of service availability, as well as the

manner in which services are provided.
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Hawaii

Programs and services specifically targeted to sexually active,
prec-ant and parenting teens are few and limited to amali
geographic areas in the state (11).

Indiana

In u...en areas there are some services but access is limited.
Tn rural areas, services are practically non-existent and there
are large barriers to the use of services (14).

Minnesota

Many rural areas have no family planning services at all -- we
need this as a focus on adolescents '23).

Texas

Resources in th. ra.aal areas were reratedly mentioned as the
weakest zamponent of the service system. The problem is
exacerbated by the fact that there are usually no transportation
services available to get the teens where there are sex". -as.
There is one state sponsored transportation program which is
partially funded through the Social Services Block Grant.
However, in the last ten years the srogram funding hag not grown
to match the need or the increase an costs to provide the
services. Pregnant teenagers and tee, parents often do not have
their own trarsportation and this dimini h's their ability to

access services. As long as clients cannot get to a facility
where a program is offered trey are unlikely to take advantage
of it [42(a)].

Georgia also identified transportation and limited clinic hours

as "barriers to access ng services" (10).

West Virginia reiterated, in relation to family planning

services in particular, "acce.. to fx dly planning services for

adolescents needs to be easier, with greater number of clinics

offering weekend hours' (47).

In addition, Marylind and Massachusetts fv,zed that program

designs t at are not sufficiently sensitive to ad.lesc-ts can also

impede the effectiveness of such efforts.
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Maryland

The effective use of such services by pregnant or parenting
teens demands that teens be reliable and keep appointments; that
teens be planful and arrange for transportaton and child caie,
when appropriate; and, that teens be able to assess their needs
and the needs of their infants to determine an appropriate
course of action. Unfortunately, a significant proportion of
teens are ill-equipped to meet those demands....Thus a core
services system specifically developed to be sensitive and
accessible to pregnant and parenting teens is essential to the
effectiveness of any attack upon the teen pregnancy and
parenting problem (20(a)).

Massachusetts

Von-targeted programs and services in educrtion, emrloyment
training, day care, and basic human services present some
serious barriers of access for pregnant and parenting youth.
These barriers are embodied in some state-level policies anu
agency practice (21(4)).

For additional States' comments and recommendations, see Table 7.
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CHAPTER III. FEDERAL POLICIES AND PROGRAMS, AND STATIC EFFORTS

FEDERAL PROGRAMS UNDERGIRD STATE EFFORTS

Several Federal programs can serve adolescents, inuluding

pregnant and parenting adolescents. 'hese include the Adolescent

Family Life Program (Title XX of the Public Health Service Act),

Adoption Assistance (Title IV -x of the Social Security Act), Aid to

Families with Dependent Children (AFDC, Title IV-) of the Social

Security Act), the Education ConsolidatIon and Improvement Act

(Chapter 1), Family Planning (Title X of the Public Health Service

Act), Job Training Partnership Act (JTPA), Maternal and Child Health

Block Grant (Title V of the Public Health Service Act), Medicaid

(Title XIX of the Social Security Act), the Social Services Block

Grant (Title XX of the Social Security Act), the Special

Supplemental Food Program for Women, Infants and Children (WIC), and

Carl D. Perkins Vocational Educaticn Act.

A description of major Federal programs which address some

aspect of teen pregnancy can be found in Appendix IV.

Stn. -; Use Only Small Percent of Federal Funds for Adolescent",

Thirty-two States report using Federel funds to serve

adolescents and/or pregnant and parenting adolescents and

identified specific funding levels spent for such purposes from at

least one Federal program. In almost every case, funds from the

programs listed above which are spent on services &cr adolescents

represent a very modest percent of overall funds available in that

program.
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Of the thirty-two States reporting specific funding levels,

however, only fifteen identified Federal funding directed at

pregnant and parenting adolescents as opposed to funds spent on

other adolescents. Some States reported only single project grant

awards from the Maternal and Child Health Block Grant or Adolescent

Family Li-s grants. For many of the Federal programs, States did

not report the number of adolescents being served (See Table 8:

Federal Funding).

Only one Federal program has as its primary focus teenage

pregnancy prevention -- the Adolescent Family Life Program. Since

it began in 1981, however, oily $15 million has been appropriated

for any one year. For the most part, funds are available as

categorical grants to local agencies.

Three States (Illinois, Georgia, and Massachusetts) reported

using Federal Emergency Jobs Bill Supplemental Funds made available

in 1983 to target pregnant and /or parenting adolescents.

APPLICATION OF FEDERAL SERVICES AND POLICIES VAR/ES
ACROSS STATES

'1 state-by-state summary of State comments on Title V, Title X,

Title XIX, Title XX Adolescent Family Life, WIC, AFDC, Title IV-E

Adoption Assistance, and other programs can be found in Table 7,

page 76.

Those comments, as well as related observations States have

made, are summarized below.
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Adolescent Family Lifs Projects

This grant program allows local agencies to provide prevention

and care services for at-risk or pregnant and parenting teens. For

a more complete his.ory and description, see page Appendix IV.

Nineteen States were aware of at least one Adolescent Family

Life Project currently funded by the Office of Adolescent Pregnancy

in their state, even though there are currently sixty State or local

projects in 42 States. (Alabama, Georgia, Hawaii, Kansas, Kentucky,

Louisiana, Maine, Maryland Minnesota, Mississippi, New Hampshire,

Oklahoma, Rhode Island, Tennessee, Vermont, Virginia, Washington,

Wisconsin, North Carolina). (See Appendix V for current list of

grantees.)

Additional Adolescent Family Life Act-Related Comments

Ten States recommended modifications in the Adolescent Family

Life Act [Iowa, Louisiana (local barriers to implementation),

Maryland, Minnesota, New Hampshire (expand family education), New

Jen y, North Carolina, Ohio, Vi+ginia, Washington).

Adoption Assistance

Five States remmmended increasing adoption opportunities,

counseling and information for adolescents. (Massanhusetts, New

Hampshire, Oklahoma, Texas, Washington).



The Education Consolidation and Improvement Act (Chapter I,

Chapter I is the may.. Federal program which assists local

school districts to provide compensatory education services to

educationally disadvantaged and low-income students. For a more

complete program history and description. See Appendix IV.

Pennsylvania reported the total amount of ECIA Chapter I funds

received for adolescents. Pennsylvania and Maryland reported the

total number of adolescent students benefiting from Chapter I

monies. Wisconsin is the only State that reported the total amount

of ECIA Chapt.r II (Education Block Grant) funds received and spent

on all adolescents, and those who are pregnant and parenting.

States reported various school-based programs that use ECIA funds.

Maryland, for example, has a school-based program that provides

family life education and services, whit:, is at least partially

assisted with Chapter I funds.

Additional ECIA - Related Comments

Michigan recommended "that the Department of Education review,

modify, or clarify policies and practilas regarding access to

Chapter 1 (reading problems) and Chapter 2 (unlimited use) funds for

school-based programs for pregnant and parenting adolescents."

Family Planning

Most Family Planning (Title X) dollars are awarded to family

planning Among the servicec which must be offered are

services to adolescents. For a more complete program history and

description, Appendix IV.
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Nationally, an estimated 34% of those served under Title X are

women under twenty.

Twe:ty-two States provided information on the number of

adolescents served under Title X.

Eight States reported serving fewer adolescents in 1982 than in

1980 (Arizona, Florida, Iowa, Kentucky, New Jersey, Utah, Virginia,

Washington).

Six States reported serving more adolescents in 1982 than in

1980 (Alabama, Arkansas, Kansas, Maryland, Montana, North Carolina),

and several States served essentially the same number (Delaware,

Georgia, Mississippi, North Dakota, Oklahoma). Louisiana Served

more adolescents in 1982 than in 1980, but only half the number who

were served in 1978.

Three States repotted spending more Title X funds, directed

specifically to adolescents, in 1982 than in 1978 (Louisiana,

Alabama, Kansas). Oklahoma spent more in 1982 than in 1980, but

still leas than in 1978. Kentucky doubled the amount spent on

adolescents betweem 1978 and 1980, but did not report any

information for 1982. North Carolina stopped directing Title X

funds to adolescents in 1982. Georgia ma-ntained the same level of

funding in 1982 as in 1980.

Georgia, Kentucky, and Louisiana spent between 9% and "4% of

their Title X funds specifically to serve adolescents in 1983, while

Alabama allocated 36% and Kansas 26% for adolescent services.
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Alabama, Wyoming, and Ohio recommended increased funding for

Title X to serve adolescents. Minnesota recommended that Title X

remain categorically funded, while Maine recommended that Title X be

block granted with other preventive health programs.

Additional Family Planning-Related Comments

Ten States recommended increases in available and accessible

family planning services in general (Georgia, Maryland, South

Carolina, Arkansas, Xa^sal., North Carolina, West Virginia,

Minnesota, Illinois, Wyoming).

Job Training Partnership Act (JTPA)

This Act authorizes job training programa for disadvantaged

youth and adults, summer job programs, and the Job Corps. For a

more complete history and description, see Appendix IV.

Eight States reported some information GA adolescents receiving

services under JTPA (Arizona, Delaware, Missouri, North Dakota,

Oklahoma, Pennsylvania, Washington, Wisconsin). Of those States

reporting information for more than one year, each reported

decreases in the number of adolescents served between 1980 and 1982

(Delaware, Missouri, North Dakota, Oklahoma).

Additional Employment-Related Comments

Six States recommended increasing lob training opportunities for

at-risk, pregnant and parenting adolescents (Arkansas, Connecticut,

Indiana, Maryland, Massachusetts and South Carolina/.
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Twelve States recommmended increasing child care opportuitities

for parenting adolescents (Florida, Glorgia, Indiana, Kansas,

Maryland, Massachuset.s, Minnesota, New Jersey, New York, North

Carolina, Texas, Washing'-n).

Maternal and Child Health Block Grant

The Maternal and Child Health Block Grant provides health

services to mothers and infants, particularly those with low incomes

or limited access to health services. For a more complete program

history and description, see Appendix IV.

States have not been required to maintain data on services or

targeted funding since Title V was incorporated into the Maternal

and Child Health Block Grant under th, Omnibus Budget Reconciliation

Act of 1981. Nineteen States, however, were able tc provide

information on the number of adolescents served under Title V for at

least one year, although the type of service provided was not

usually indicated. Twelve States reported this information for more

than one year.

Half of the eighteen States commenting on the Title V Program

recommended that no cuts be madn in Title V and that funds be

increased to meet the special needs of adolescents (Alabama,

Indiana, Iowa, Kansas, Maryland, Mississippi, Rhode Island, West

Virginia, Wyoming).

Cnly three. States (Delaware, Louisiana, North Carolina) reported

serving fewer adolescents between 1980 and 1982.
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Eight States reported increases in the number of adolescents

served under Title V between 1980 and 1982 (Oklahoma, Alabama, Iowa,

Kansas, Kentucky, Montana, New Hampshire (between 1981 and 1985),

Pennsylvania). Pennsylvania, however, served fewer adolescents in

1982 than in 1978. West Virginia reported increases in the number

of adolescents served between 1978 and 1980, but no information for

1982.

Twelve States reported directing Title V funds to adolescents

for at least one year, although only six States reported directing

Title V funds to adolescents for more than one year (Kansas,

Kentucky, Louisiana, Montana, Oklahoma, Pennsylvania). Funds to pay

for .do1escent maternity services in Pennsylvania increased slightly

in 1980, but reverted back to 1978 lev -ls in 1982. Louisiana

directed considerably fewer dollars in 1982 than in 1980 to four

adolescent pregnancy programs funded under Title V. Kansas,

Kentucky and Oklahoma increased their funding levels between 1978

and 1982, while Montana decreased its funding during this time

period.

Almost 30% of Pennsylvania's Title V maternity care funds are

directed specifically to adolescents, and nearly 20% of Kansas'

Title V (MIC project) budget Is directed to adolescents, up from 13%

in 1978.

Other States reporting funding Jevels spend, on the average,

only about 7% of their Maternal and Child Health Title V budget on

adolescents.
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Additional Health-Related Comments

Nine States reccemended increasing comprehensfve health services

or expanded prenatal or perinatal care services for pregnant teens

and their children (Arkansas, Kansas, Maryland, Massa:husetts,

Mi,nigan, North Carolina, Rhode Island, South Carolina, Washington).

Nine States reported recommendations for, or the current

operation of, school-based adolescent health clinics among their

programs (Connecticut, Delaware, Indiana, Maryland, Michigan,

Minnesota, Mississippi, New Hampshire and South Carolina).

Medicaid

Medicaid is a federal-state matching program providing medical

assistance for certain low-income persons who are aged, blind

disaLled, or members of families with dependent children. For a

more complete history and description see Appendix IV.

Right States reported some information on adolescents served

under Medicaid (Title XIX), though the type of service was not

usually indicated (Delaware, Florida, Maine, New York, New Mexico,

North Dakota, Texas, Washington). Delaware, Florida, New Mexico,

and North Dakota supplied information for more than one year.

Florida and North Dakota served More adolescents under Title XIX

in 1982 than in 1978, while Delaware served fewer. New Mexico

served more adolescents in 1980 than in ,'78, but experienced a

decrease in 1982. In 1983, 124 of Delnware's Titlo XIX expenditures

went for adolescent services, compared to 1.5% in Florida and 63.7%

in North Dakota.
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Additional Medicaid-Related Comments

eleven States indicated that Medicaid eligibility is too

restrictive or coverage is too limited to adequately serve

adolescents (Louisiana, Massachusetts, Maryland, Minnesota,

Mississippi, New Hampshire, North Dakota, Ohio, Oklahoma, Tennessee,

Washington). For a further discussion of Medicaid eligibility, see

Appendix IV and discussion later in this chapter.

The Special Supplemental Food Program for Women, Infants and
Children (WIC)

This program provides nutrition supplements to pregnant and

nursing mothers and infants who are determined to be at nutritional

risk. For a more complete program history and description, see

Appendix IV.

Even though not required by law to keep such information, eight

States reported funding levels and/or a monthly average caseload of

pregnant and parenting adolescents served by WIC, far at least one

year (Indiana, Kansas, Kentucky, Michigan, Oklahoma, Pennsylvania,

Tennessee, and Washington). The States reporting this information

for more than one year indicated an increase in the number of

pregnant and darenting adolescents served between 1978 and 1982

(Indiana, Kansas, Oklahoma, Washington).

Additional W =C Related Comments

Eight States commented favorably on the change in WIC

regulations which raised the priority level of high-risk postpartum
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teens to third. Under previous regulations this group received the

last priority for service (Delaware, Kansas, Louisiana, Nebraska,

Pennsylvania, South Carolina, Virginia, Washington).

Five States commented negatively on cuts in WIC, indicating that

funding is inadequate to maintain current caseloads (Alabama,

Indiana, Louisiana, Mississippi, West Virginia).

Two States described as one of WIC's strongest points its

emphasis on referring teens to other necessary health and social

services (Maine, Montana).

Two States spoke of the need to specifically target WIC services

to teens (New Hampshire, Washington).

Three States commented on the need to expand eligibility

criteria (California, Iowa, North Dakota).

Carl D. Perkins Vocational Education Act

This Federal program, administered by State beards of vocational

education, local school districts, and area vocational schools,

authorizes various vocational education activities and programs.

Pregnant and parenting teenagers may benefit (-:..,this money if they

are in need of consumer and homemaker education, or emploync:it or

career preparation. For a more complete hiatory and description,

nee Appendix IV.

Although no States reported the total amount of vocational

education funds received, three States mentioned schot,l-Aased

programs that use vocational education funds. Michigan has
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allocated $492,039 of vocations, edLation funds, for use in TY

1986, for 12 school district projects for single parents. One

regional high school in Pennsylvania USW., vocational education money

to support a school-age parent program which also provides infant

and child care. Washington reported numerous school-based programs

using, in part, vocational education funds. These programs provide

many services for adolescents, including vocational home and family

life education, and child care.

Additional Vocational Education-Related Comments

Maryland stated that the "Carl D. Perkins Act, effective July

1985, created additional funding for vocational education for

pregnant and parenting teenagers" (20).

Massachusetts noted that:

Thar, is clearly a need f.- basic vocational services, such as,
asset went, guidance counseling, basic skills education,
vocational preparation, job skills training, work experience,
access 'o job placement programs and actual jobs. The

availaL Lity of guidance counseling must be increased in every
school district throughout the Commonwealth, and should begin in

t e middle schon_ years. One course of funding could be under

T,Lle II, Part 8, of the Federal Vocational Education Act.
cartunit_es for females to participate in all vocational

training should be expanded by using funds from the Federal
Voctional education A:t (Title II, Part A) to reverse the
documented sex segregation in vocational education 1.-1grams

121(a)].

PARENTAL INVOLVEMENT CENTRAL TO ALL PROGRAMS

Thirty States responded, it. various ways, to the issue of

parental and fa y involvement, often in the context of sex

education an,: family planning. (Alabama, Arkansas, Connecticut,
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Florida, Georgia, Illinois, Indiana, Kansas, Louisiana, Maine,

Maryland, Michigan, Minnesota, Mississippi, Montana, New llampshire,

New Mexico, New Jersey, North Carolina, North Dakota, Oklahoma,

Pennsylvania, Rhode Island, South Carolina, Tennessee, Texas, Utah,

Virginia, Washington, West Virginia). In many cases they made

special reference to parental involvement as it applies to .he

Feder1 Title X program.5/

Parental Involvement

Thirteen States indicated they have taken steps ,o encourage

parental involvement in a range of prograu... (Alabama, Arkansas,

Florida, Georgia, Maryland, Mississipp , Mont. a, New Hampshire, New

Mexl-o, New Jerini, North Carolina, North Dakota and Tennessee).

Parental Notification/Consent

Twenty-one States commented on parental consent liciem at they

aptly to adolescents w:,o receive educational servims, counseling,

and medical .vices relat4d to co tracepti)n and atortion.

5/ The Omnibus Budget Reconciliation Act of 1981, P.L. 97-35,
amendel T -le X of the Public Health Service Act to encourage,

if practical, parental irs-cl.ement when family planning services
are provided to minor children. Pursuant to this provision, the
Department of Health and Human Services, in February 1982,
proposed regulations to require ritle X projects to notify the
parents of unemancipated minors when prescription drugs or
devices are provided to these adolescents by family plannini
clinics. Final regulations were issued on January 26, 1983.
They were scheduled to go into effect February 28, 1983. On
Mar'h 2, 1983, a U.S. District Court judge in the C -trict of
,olumbla issued a Permanent injunction forbidding the Tovernment
from implementing ' as rule. The decision --- "nheld on appeal
(68).

-68-



(Connecticut, Florida, Georgia, Illinois, I liana, Kansas,

Louisiana, Maine, Maryland, Michigan, Minnesota, North Dakota,

Oklahoma, Pennsylvania, R.n,de Island, South Carolina, Texas, Utah,

Virginia, Washington, and west Virginia).

Florida, Indiana, Minnesota, North L kota, Oklahoma, Pennsylvania,

Virginia, and West Virginia indicated that they require parental

notification/consent for family planning and/or for abortion

services. Indiana, Minnesota, Pennsylvania, and West Virginia

reported that their policies reflected reaert changes. Louisiana

reported a recent change requiring parental involvement and consent

necessary for the establishment of, and student participation in,

sex education programs schools. Rhode Island End Utah also

reported a recent policy change, but no 'ascription of the changes

was provided.

Connecticut, Georgia, Maryland, Michigan, South Carolina, and

Washington ,oted that, under curre*t or proposed State policies,

adolescents at a specified age cl.n consent to services without

parental consent. Kan a zap ted that "the Federal mandate calls

for services vithsat restriction," but that "some local grantees

require parental consent f.,r minors" (16).

Eig States, half of which require parental notification for

centain serdces, also expressed various concerns about the efficacy

of notification and consent policies. Flor3,1, Illinois, Maine and

Minnesota recommend against restrictive parental notification and

consent policies. Similarly, the Texas Legislature's Select

Committee on Teen Pregna.icy recommended that all state-sponsored

services be provided -n an accessible and confidential manner"

(42(a)). Louisiana commented that its sex education policy "makes

- 6: -
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it difficult to improve services in the public school system" (18).

Virginia also noted that its "parental consent requirements prevent

many experienced, broad-based program providers from

participating," And, Pennsylvania commented that:

Althougn Pennsylvania does not receive any .itle X funds, Title
X changes have affected state-funded services because both the
State and Title X fund the same provider network. Clients do
not differentiate betticen the federally funded and the
state-funded programs. This b..7.ame very apparent when the
'syleal rule' was proposed unaer Title X in 1982. The number of
,.eons coming to clinics for services remained the same as in
1983, althougn these numbers had increased by 11% for 1981 and
Cl% for 1992 (37).

RECENT CHANGES IN FEDERAL POLICY HAVE AFFE 77n THE STATES'
ABILITY TO SERVE THE AT-RISK ADOLESC.KP 'ULATION

AFDC Chan es Ondemine S rt for Low-Income Teen Parents in Sou-
States.

AFDC provides cash grants to children who lack support because

at least one parelt is dead, dir.Illed, abzont or unemployeA. For a

more complete history and description, see Appendix IV.

In 1984, changes were made in AFDC which directly affect the

number of pregnant and parenting adolescents who can be served and

the types of services they can receive. (Deficit Reduction Act of

1984, P.L. 98-369)

The Deficit Reduction Act (DEFRA) st.,eng,.hened many AFDC

provision's. However, one itical change has significantly reduced

the number of teenagers who might be eligible. That is, the number

of people whose income must be counted in e-'ermining a family's

-70-
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eligibility and benefit level was expanded to include minor siblings

and grandparents. Income from grandparents, if the grandparents and

the minor parent reside in the grandparents home, must now be

counted, even if this income is not available to support the family.

(66)

States were asked to respond to the questim "Have recent

changes in Aid to Families with Dependent Children (AFDC) and Child

Health Assurance Program (CHAP) incorporated in the Deficit

Reduction Act of 1984, affected your ability to provide services to

pregnant and parenting ad lescentel If so, please comment."

Sev States reepond,ti that these changes had little or no

effect (Indiana, Iowa. New Hampshire, Kansas, Montana, Virginia,

Washington).

eleven States commented in more detail about this recent change

(Arizona, Delaware, Florida, Louisiana, Maryland, Mississippi,

Missouri, North caroiina, New Hampshire, To,. eeeee and Wyoming).

Six States criticized the change (Florida, Louisiana, Maryland,

Mississippi, North Carolina and Wyciiing).

Arizona:

We anticipate a reduction in the number of pregnant and
parenting teens eligible for AFDC due to requirements that
require inclusion of income and reevr---s from relatives witn
which the teen resides (3).

Louisiana

This provision should be repealed because it serves as a
potential destructive policy that foster,: breakdown of
fardlies and minor parents (18).

Maryland

Includino the income of non-needy relatives of the minor
mother will result in ineligibility for har child. Under

- 71 -
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these Arcumstances, a minor mother would have to live
separately from her parents to qualify for any assistance for
her child (20).

Mississippi

The policy on pregnant teen income needs to change so they
can be eligible for AFDC on their own income, not parents
(24).

Missouri

As a consequence (of these changes), many pregnant minors
livinc, with their parents are no longer eligible for AFDC or

Title XIX (Medicaid) (25).

North Carolina

... this sometimes resulted in heightened tensions as parents
resented being expected to become primary provider to
grandchildren. -,erhaps worse, from the .ahilc.'e point of

view, the minor mother would move out of home to retain
eligibility. 'oss of day-to-day emotional support from
family makes coping with the vari d problems associated with
adolescent parenting ever. more difficult for the mother and

the child 33).

Tennessee

The total effect of DEFRA has been a reduction in the AFDC
program. Parenting Idolescents livirg with their families
have been affected although we do not have data on the

specific effects of this group (41).

Three States (Delaware, Maryland and North Carolina) reported

the number of cases which actually closed, or were expected to

close, due to the AFDC changes imposed by DEFRA.

Delaware

134 Medicaid cases were closed because of the change in the
law which requires income from a minor's parent's parents and
sibliras to be counted [8(a)].

North Carolina

36q cases were terminated or experienced a reduction it
benefits .,ue to the deemed income of a parent of a minor

mother. The total monthly loss of benefits to this group was
$69,222 during the first four months of DEFRA (33).

Maryland

Lf minor mothers become 1-aligible, as it is expected they

w'll be by application of this policy, 436 cases w'll be
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closed, and about 25 applicants per month would be ineligible
[for AFDC] (20).

New kampshire expressed a differing view: "The changes have had

little effect. It has helped some - hurt others. The key is in

providing not just increased financial support -- but an educational

system that will stop the cycle of poverty end dependence these

families and children live with day to day."

In addition, because Medicaid eligibility is linked to AFDC,

with this change any teens could lose Medicaid (overage as well,

The Health Care Financing Administration has ruled that AFDC changes

will apply to Medicaid eligibility.

Additional AFDC Comments

West Virginia noted that "additional restrictive AFDC policies

have made it more difficult to serve adolescents" (47).

Pennsylvania, Maryland and Mississippi suggested that them should

be more flexibility in aligibity or age criteria for servins teen

parents.

Arizona, Indiana, New Hampshire and North Carolina also

commented that services, such as parenting cl , child care,

employment training and/ training of AFDC providers, should be

expanded or improved through AFDC,.
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.caid Changes Enhance Preventive Health Servicec
for Teen Mothers and Their Infants

DEFRA also required states, as of October 1, 1984, to extend

Medicaid coverage to certain categories of pregnant women and

children whose coverage was pre.iously provided at the States

option. This provision is known as the Child Health Assurance

Program (CHAP). These categories incl.de persons meeting AFDC

income and resources requirements if they are 1) first-time pregnant

women, eligible from the time of medical verification of pregnancy;

2) pregnant women in two-parent families where the principal

breadwinner is unemployed from tne point of the medical verification

of pregnancy; end 3) children born on or after Oct. 1, 1983, up to

age 5, In two-parent families.

Of those States r.-sponding to the question of whether or not

recent changes in federal policy have Affected their abi ity to

provide services to pregna-t and parenting adolescents, most

res,,nded favorably with 'lard to CHAP. Alabama -,oted that CHAP

had not yet been initiat,d in that State. Some responses were:

Arkansas

Tile CHAP provisions allow states greater flexibility in
providing Medicaid benefits to pregnant women and new born

children (4).

DelAware

Pregnant women will have Medicaid coverage for prenatal care

earlier in tneir pregnancies. CHAP will allow the caseload
to increase by 368 first-time pregnant women and 900 prenant

women in two-parent families (0(a)].

Maryland

We are encouraged by the expansion of CHAP guideline,. which
allow agencies to target child health services (via L'SDT)
for pregnant and parenting teens, as well as those at ligh

risk of teen pregnancy (as in the school-based EPSDT programs
recently intitiatcd in Baltimore City) (20).
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North Carolina

The new legislation expanding coverage to include two-parent
families and pregnant women has allowed us to provide
services to more pregnant and parerting adolescents (33).



TABLE '. STATE-BF-STATE COMMENTS REGALDI ELECTED
FEDERAL, STATE AND LOCAL PROGRAMS

Survey Question J11: , pacify any policy or legislative reatsessndatiana to improve the delivery of prevention or aseisten, services
to pregnant ano parenting adolescents and other teenagers. Are there specific problems or strengths in any of the programs or policies
limited below? Plume specify other federal, state, and local programs for which you have recommendations.

STATE TITLE V - MCN TITLE X - FAMILY PLANNING TITLE XIX - "EUICAID TITLE XX - SOCIAL SERVICES

Alabama One strength of an!, program One strength of this pro-
is the regionalised perinatal gram is that it As made
system. Inadequate funding ava4lable in every county
remains problem. health department. Inade-

quate funding remain. J
problem.

Arkansas

California The Department of Health
provides support services
for pregnant i parenting
teens througL he Adolescrwo
Pregnant and Parenting Pro-
grams which are NCH-funded,
encourages greater coordina-
tion between the State Overt-
sante of Social Service., Mental
H ealth, Develipmental Services,
and Education.

N inimUM standards fc the

organisation and de)iver of
services to pregnant and

parenting 4.001416cent, should

be established.

A cap on theme federal Title
XIX expenditures would limit
Arkansas' ability to expand
.overage to pregnant women,
including adolascente.
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STASI TITUS V - NCN ?ITU X - FAMILY PLANNING TITLI XIX - PIDICAID TITLI XX - SOCIAL SDVICU

CS (can't) Interagency agreements should be
utilised to sexists, current
resources.

Delaware The Office of Adolescent
&with, la division of
Public Nealth) will be working
on school -based projects and
developing specific procedures

for public health clinics.

Florida

Georgih Teens are a special target
population for Title X pro,
grams and comprise 1/3 of the
population served. Teens
seeking farcical are con-
sidered emancipated

-- and are offered a

L... Lang* of services
without parental notifica-
tion or consent, which is
perceived as a major barrier
to services. Parental
involvement is encouraged.

92

While there is no specific
policy for adolescent& in
need of 0110 cars, a child
at risk of being abused
would be given first
priority for child cars
services.



STATE TITLE V - NCH

Illinois

Indiana

Iwo

Kansas

Unless addi.ional funds
are provided, pro,rams
for adolescents will only
scratch the surface.

Sufficient federal and/or

state funds are required to
provide services statewide.

Additional Federal fund-
ing of Title V is needed
for program expansion. A

strength of the current
RCN program is that it
promotes the integration

of services for adolescents
among schools, Medicaid and
Title X providers and
private -*sources.

TITLE X - FAMILY PLANNING .'FLE XIX - MEDICAID TITLE XX - SOCIAL SERVICES

To maintain eafective
services to adolescents,

parental consent laws must
rot be passed. To assure
services reach those who
need them, Title X coverage
could be extended to 200%
of the poverty level.

Given the Federal alloca-
tion methodology, funds
are not available for
counseling adolescents or

for community prevention
programs.

Sae ?intend mandate calls
for services without
restriction. Some local
grantees require parental
consent for minors.

Same as Title X

93

Same as Title X



STATE TITLE V - *CB TITLE X - FAMILY PLANNING TITLE XIX - MEDICAID TITLE XX - SOCIAL BERV/CES

Kentucky

Louisiana

Maine

Maryland

As result of the 1981
Block Grant, an adolescent
preonancy program is no
longer required.

There is no perceived need to
change this program, which
provides perinatal services

to pregnant women and their
offspring.

This program is generally
helpful in providing ser-
vices to teens.

Title X ghoul. be
incorporated into the
Preventive Eealth or NCB
Block grant. The 'Squeal'
bill should not be enacted.

94

Tho Department of Menial
Insurance provide! Title
XIX medicaid cow ..... to
pregnant women, incloding
adolescents, who meet the
eligibility criteria of the
Medicaid program, ant,
there are no current plans
for legislative recommn-
dations to improve the
delivery of prvent:on or
assistance service', to
adolescent..

Restrictive
ie a concern.

The proposed Medicaid cap
would have a disastrous
impact on the availability
and quality of health care.

There is a critical n-1
to maintain health car.
services for teens and .heir
children.

Title XX dues not have a
pregnant teen program.
Therefore, there are not any
policy issues.

Restrictive eligibility
is concern.

Funds have been programmed
for basic services, although
cuts since 1580 have been so
severe that these services
have been out, and innova-
tive approaches completely
dropped from consideration.
This is no longer an open -

ended resource and should
not be perceived cm such.



STATE

Minnesota

Missinsippi

Missouri

Montana

TITLE V - MCH TITLE X - FAMILY PLANNING TITLE XIX - MEDICAID TITLE XX - SOCIAL SERVICES

Mew Hampshire

Family Planning is no longer
mandated, and 6% could be
reduced, resulting in fewer
services.

Funds should be provided to
assign public health nurses
to provide nursing care and
family life education in
schools. Bloc): Grant funds

($7.2 million) should be
increased.

Better school programs
are needed regarding preg-
nancy, parenting, etc.

Legislation should be more
specifically directed
toward the teenage popula-
tion. Funds for school-
based programs are critical.

Since this is the only cate-
gorical program for family
planning, it must be
maintained.

A strength of this program
is that it encourages
family involvement,
abstinence, sexuality edu-
cation in communities, and

referrals for praitive
pregnancy tests.

This program is being used
to promote education in
schools, centering on
eduation for male
teenagers.

The income of parents should
not be considered in determ-
ining eligibility for 18-
21- year -olds.

The State Welfare Board
should increase the Standard
of Need so that more teens
are eligible for Medicaid.

Funds for covering the cost
of teenagers who become
pregnant should be
increased.

A strength of this program is
that non-Medicaid-eligible
teens can receive free family
planning services at County
Health Departments.

It is no longer required to
expend these funds for
services to pregnant or
parenting adolescents.
However, funds may be used to
help prevent cnild abuse or

neglect, and would cover
parenting adolescents.

Male involvement programs
should be promoted.



STATE TITLE V - NCH TITLE X - FAMILY PLANNING TITLE XIX - MEDICAID TITLE XX - SOCIAL SERV,CES

New Jersey

North Caroline

A strength of this program
is that the legislation
requires that services be
provided 'without regard
to national origin, handi-
capping conditions, age,
sex, number of pregnancies
or marital status.'
Although this legislation
states that 'counselors
should encourage young
clients to discuss their
needs with parents or
other family members,'

because it also Metes
that 'adolescents must
be assured that the sessions
are confidential and that
any necessary follow up will
assure the privacy of the
individual,' this is diffi-
cult to accomplish.

A major strength of

this program is the
focus on patient as well as
community education.
With this framework, educa-
tional efforts can be c 'octed
to both parents and teens,
and to both postponing
sexual invu.vement d

to providing services
to sexually active teens
seeking medically related
contraceptive care.

9
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Wan TITLI V - NCH TITLI I - FAMILY PLkNNINO TITLI XIX - MRDICAID TITLI XX - SOCIAL NenVICIS

North Dakota

Ohio

Oklahoma Oklahoma law currently pro-
hibits the provision of
family planning services to
adolescents without parental
consent.

Family Planning counseling
and education will be
available upon request to
adolescents 17 years of age
or younger on a drop -in or
appointment basis. After

counseling/education session
and before medical or

controceptive services
are provided, parent's
or guardian's consent mutt
be obtained.

Program funds should be
distributed on the basis of
need. Currently, Ohio'
receives let d the avail-
able funds, but has let of
the estimated need.

9 r

Coverage should be provided
for prenatal care in the
first trim/peer.

The currant 11,11 of reim-
bursement is far [few
adequate. Title XIX should
reimbuess at 1001 of the
cost of providing services.
Theirs are also moms pro-
blew in moving Title XIX
recipients into IMO'.,
raising concerns that
the quality of really plan-
ning cervices will decrease
and it will be difficult
to maintain confidentiality.
Also, a less restrictive
policy on funding aborticma
is needed.

Title XIX mequlations should
allow medical services for
teenager' based on criteria

other than the recipients'
participation in cash
assistance programs, which
is the current policy.

Additional funding for local
staff is needed.

Occisions regarding county
funds an made locally,
so a r ndats would be
required to assort that a
portion of money is
available for adolescent

health care in each
county. In scam counties
tilers is no requirement

that funds be allocated
for family planning and
so they are not. In others,

income verificaticm is
required and confidentiality

cannot be assured, so many
agencies apt not to uss
theme funds.



STATE TITLE V - NCB TITLE X - FAMILY PLANNING TITLE XIX - MEDICAID TITLE XX - SOCIAL SERVICES

ylvani

Rhode Island

South Carolina

Pennsylvania's maternity
Program, as ct January 1,
1985, provides maternity
aervicas contractors with

incentive funding for the
enrollment of pregnant
adolescents 17 years old or
younger.

Increased support is
needed for comprehensive

adolescent health services.

Although Pennsylvania
does not receive any
Title X funds, Title X
changes have affected

State-funded Services
because both the state
and Title X fund the same
provider network. Clients
do not differentiate

between the federally-
funded and the Stale-funded
programs. Thie became
very apparent when the
'squeal rule' was prcpoued
under Title X in 1912. The
number of teens coning to
clinics for services
remained the same as in
19117, although these

numbers had Inc:eased by
Ilt for 1981 and Alt for
1982.

Support for ccmprehensive
adolescent health sarvires
should be expanded.

Under the 'minors* law
family planning services
can be provided to a minor
under 16 without parental
consent.

A statewide system of
family planning clinics
(with Title V, XX and X),
has lininted duplicated
Services and increased
access. The copayment
exemptions for pregnancy

care. pharmacy items for
pregnant women, including
adolescents, and family

Planning Services, have been
reasonable and helpful in
the delivery of health care.
TLe State Medicaid proven
bas also increased feu
for physicians' services,

to help make these services
for pregnancy-related
care more available in
rural areas.

Universal eligibility for

women under 1S years, since
1978, has led to a ma ked
increase in the adolescent
caseloads a family
planning clinics.



STAYS

Tennessee

Virginia

TITLE V - MCM TITLE Z - FAMILY FLAMS/W0 TITLE III - MIMICAID TITLE AA - SOCIAL SAM=

Washington

Weet Virginia

Wyoming

Preventive adolescent and
preen/me,. services should
become core requirement
of the Block Grant, and

include management, child
cam, education, Ltd other
support systems.

Increased funding and
greeter accessibility
to schools are needed.
More emphasis should be
placed on preventive
health cars.

Additional funds are
needed.

Availability of services is
not restri.ted because
of parental income or
involvement requirements.

In providing family plan-

ning services, it should
be assumed that all poten-
tially and sexually active
persona are knowledgeabie
and can be responsible for

decision-making regarding
contraoeption.

Sines clinic sites in Wyo-
ming are often inaccessible,
sore funds are needed to
assure coverage. Addi-
tional State involve ant
would also help.

me strength has been the
additional Medicaid coverage
provided .or prenatal care
services fot intact families.

Sams i
This program should help
assure that all women Sr.
eligible for comprehen-
sive prenatal servicec.

e9

One strength has been that
parenting and placement

services have been provided.
Theta is need for program-
ming to help adolescent,

achieve independent living,
ohan appropriate.

Same as Title r

Services fox the pre-
vention of child abuse, as
well as early intervention
for victims, should be

increased to enhance the
development of healthy sexual

attitudes and habits.

The cap on Title IDS has
prevented program expansion.

Unless higher tontine levels
are made available, preven-
tion services will be limited
and all available funds will
be spent on placement.



TAILS 7. STATR-AT-/TATS COWMAN AWARDING SSLICTRD
[WIRRAL, STATS AND LOCAL PROGRAM

Surrey ipiggagmalli Please specity any policy or legislative recommendations to improve the delivery of prevention or assistance services
to pregnant and parenting adolescents and other teenagers. Are there specific problems or strength in any of the programs or policies
listed below? Plasma specify other federal, state, and local programs for which you have recommendations.

State Adolescent family Life WIC AFDC Title IV -I Adoption Other Paleral, State or
Assistance Local Programs

Alabama Possible cuts could
reduce caseloads.
Currently serving
bpprosinstely SW of
potentially eligible
at lilt of poverty.

1

Administration's
proposal to eliminate
WIN and substitute a
job search requirement
at one-half currant
WIN funding is illogical.
ma should be spending
too employment
training and other
activities should

be increased to avoid
long -term welfare

costs, especially
for adolescents.

California Federal policy should
be revised to allow
consideration of pregnant
women as a fierily of two
for income determination.



State Adolescent family Life WIC AfoC Title Iv -2 Adopticm
Assistance

Other federal, State, or
Local Programs

Del

Florida

Georgia

Indians

Pregnant teens Sr.
the tom priority)

high-risk pootpart.a

teens are third
priority.

wIc providers receive
instruction by State

nutrition staff in the
special nutritional needs
of adolescent mothers and
in effective counseling
strateglea.

Increased funding is

necessary to provide
WIC to all those
eligible. The coordi-
nation of food, educa-
tion, and health care
referrals %as had a
positive 'pact on
health of infants.

Som. incentive for
participation in AFDC
should he explored,
such as conditioning
the receipt of welfare.

Changes as a result
of the Deficit Seduction
Act ars more restric-
tive than prior require-
ments.

Mothers not working

should be req.lred to
attend parenting cl

funded through either
child welfare or mental
health, and child cars
should be provided. WIN
should be expanded.

There is no specific
policy relating to

adoption assistance for
pregnant teenagers.

I ,,1

Th. State should explore

methods of cooperaticm
asclg schools, the

children's departments,
economic Services, public
health and labor
departments.

State law imposes

limitations on services
to linos@ (i.e., parental
comment is required
unless the minors' physical
and mental health is
leopardisd). These lisi -

tattoos should be removed.

Under the Daisy program,
all youth-serving agencies

in one 12-county health
district will be combined
to improve access and coor-
dination of sssss cos.

funds should be increased

for job training and pre-
paration. A strencth of
JTPA is that through
incentive grants youths
with substantial problems
can be Served.

(1) Upending Department of
Education initiative' to



State Adolescent Family Life WIC AFDC Title IV -I Adoption Other Federal, State, or
Assistance Local Programs

IN (can't/

Iowa Incomese the funds and nutrition counseling is
availability to help only available to
'network existent pregnant or nursing
services. mothers and small

children. Nonpregnant
adolescents are not
eligible.

1112

serve every community would
be the most effective
approach to teen pregnancy.
Living ;kills courses Sr.
needed in junior and senior
high schools.

(21 There is a need for state
funds to help take ownership
for teen pregnancy and
parenting prcgrams and one
specified agency should be
asked to assume lead
responsibility for these
issues.

(3) There is great noel for
safe, economical day care, as
obtaining/maintaining
employment is very difficult

for a teen mother with no
scowls to child care.



State Adolescent Family Life WIC AFDC Title IV -11 Adoption Other Federal, State, or
Assistance Local Programs

Ransom One project was
initiated in 1982 in
Emporia with a strong
prevention component.

FKentucky

Louisiana Act ran of 19/9: Local

Option Sex Education
requires local schools

to implement the Act
and to request assist-

ance in establishing
sex education programs.
Those policies make
it difficult to lapis-
vent services within

Pregnant alolemoents
have always had
highest priority.
Recent regulatory
changes will also allow
services for postpartum
adolescents at higher
priority level. This
option IS a positive
change which allows
health services to
mointain contact
with the adolescents.

Decreased funds had to
decreased services to
postpartum adolescents
and otters. Teen post-
partum care hem been
uiaed from priority 6
to 1 but should be
higher.

All recipients
are Medicaid-ligible.
Therefore, any pregnant
adolescent already
receiving AFDC is also
provided with the full
range of Medicaid
services.

Title IV -S Acme not
have pregnant teen
program. Therefore,
there a-a nut any
policy INCA'S.

1 3

Additional state
funding of adolescent
programs is needed. At

present more Mt
services are funded by
federal, local, or
private funds.

Abortion reportiog
forms no longer provide
perish or residence
information.



State Adolescent Family Life WIC AFDC Title IV -6 Adoption Other Federal, State, or
Assistance Local Programs

LA (con't) the public school
system. The majority
of school boards have
avoided a decision on
the implementation of
sex education.

Maine A strength of WIC is its
commitment to assist
pregnant and parenting
teens not only with
nutritious foods, but
also with referral to
other needed services.

Maryland AFL is too narrowly The 'minor mother' The Maternity plan should
focused. Cutting State provision of The Deficit extended to assure
agencies out of funding Redu:tion Act should be

b.
payment for Diagnostic

loop has comtributf1 revoked, and AFDC for and Perinatal A aaaaa sent
significantly to the students from 1S-21 (including delivery),
fragmentation of and unborn children be for indigent, high-risk
services and the lack restored. Innovative
of coordination Afong funding formulae

',others.

agencies. (financial incentive.)
should be provided to
serve at .-risk pregnant

terms in AFDC house-
holds.

1:14



State Adolescent Family Life WIC AFDC Title IV -I Adoption other Federal, State, or
Assistance Local Programs

Minnesota Parental notifica- Pregnant and lactating

tion for family plan- adolescents and their
ning should be infants have a very
rammed. high level of

rutritional risk.
Theretote, they have a
high priorty for WIC
services and receive
benefits even when
funding is inadequate
to serve other groups.

Mies.

Montana

Web aaaaa

The appropriation Pregnant teens should There is a need for suffi -
for WIC is insuffi- be certified on their cient funding trims the State
ciont own incomes. legislature to address

the health care needs of
indigent, pregnant patients.

A strength ot WIC is
access to the health
care system.

WIC requlaticms have
been clanged so that a
higher priority is assigned
to wis.111110Us teens



State Adolescent Family Life WIC AFDC Title IV-It Adoption Other Federal, State, or
Assistance Local Programs

New Family education needs
Nampshite to be expanded con-

cerning the issues
facing teens.

New Jersey This program does not
address the
interrelated social,
health, and welfare
needs of adolescent.,
particularly in low -

income areas.

There is a need for
national direction
and requirement under
WIC to provide infor-

mation and referral to
ptegnant teens and to
improve the data
collection system.

AFDC providers should
receive additional
education about existing
prevention services in
public health and
other State agencies.

116

More public informa-
tion to teens should
be ptovided.

An adolescent health

unit needs to be estab-
lished to coordinate
and establish appropriate
programs. There is a need
to raise the level of
awareness of State leaders
that services to teens
will provide longer-term
benefits in productivity.

There is also need to estab-
lish a teen component to
all social servi.Je programs.

Than is increased need
for coordination at the
State agency level for
all services [cc adoles-
cents, particularly those
who are pregnant, parents,
or at risk of becoming

such. Funding is needed for
a special office for this
purpose.

The following have emerged as
the greatest needs for this
populations (a) housing for
the teen mother and child
from prebirth up to 2 years
post partual emergency

housing; short-term housing,



State Adolescent family Life WIC AFDC Title IV-II Adoption Other Federal, State or
Assistance Local Programs

III Icon't/

North Coordination of the
Carolina Adolescent Family Life

Program with the Title
X family planning
program should be in-
creased. Roth programs
she -6 goals relating to
meaningful parent

involvement and concern
about early prevention
through encouraging
abstinence.

IV-A funding should
be allowed for child
cars to enable adoles-
cent parents receiving

AFDC to complete their
high school educations.

1

independent living services/
foster caret CIO infant day
care; (c) single parent/teen

parent Increased public
esmistance/ (e) improved
services offered at public
schools.

the Federal governmen,
should speed approval
by the FDA at MORPLAXT
(the 5-year birth control
inplant) and conduct more

b into male contra-
ceptives. At the State
level, funding for school
health coordinators has

been critically important in
Supporting the incorporation
at family life/sex education
into public school
curricula. Additional
funding Is needed to expand
availability at this
resourc.. Also, appropriate
family life education Should
be required as part of core
curricula, X-12.



State Adolescent Family Life WIC ABDC Title IV-S Adoption Other Federal, State, or
Assistance Local Prograws

North
Dakota

1 Ohio National policy is too
restrictive in

providing options for
pregnant teens.
Promoting only chastity
in not an effective way

to prevent teen
pregnancy.

Oklahoma

WIC regulations 17CFR
Part 246.7(c)1 require

that the entire
household income be
used when determining
eligibility. This often
restricts the eligibility
of pregnant or parenting

adolescents living with
parents or other family
members because of
family and income.

1'18

Program is excellent,
cost effective, and
humane.

Title IV-S is too
limited in the category
of children that it
benefits. Ideally, it
would be available to
all children and
adolescents needing
adoption assistance.



State Adolescent Family Life WIC AFDC Title IF -i Adoption Other Federal, State or
Assistance Local Programa

Rhode

Island

South
Carolina

Federal regulations

allowing stater to
'ace hisdi -risk

postpartum women at a
higher priority could
result in an increase

in the number of
adolescents served.

Current support of the

program should be

continued.

Pregnant adolescents
and their babies are in

the ttgher priority

cote arise and
than fore would not be
dropped from the
program due to funding
restraints.

Services to pregnant
and parenting
adolescents should not
be a c.sh grant issue.
The states should have
the freedom to allow
the adolescent to live
in the setting which
is most srdportive
This setting is not
always with the
adolescent's nuclear
family. Therefore, the
rules should not force
the adolescent to
remain in the family
home. Allowing

sufficient flexibility
would assist teen
parents in completing
their education and
attaining self support,

All teenagers who need
child care may apply for
subsidized _hill care. In

order to be eligible
they must be working
or training at least
20 hours per reek and
be income-eligible. The
teenage parer and lis/
her child ! -ha !roily

unit and it 1 tie
teenage pa .nt's :income
which is used to determ-
ine eligibility and
access to services. If

teenager han no income,
no five is assessed.



State Adolsscere Family Life WIC AFDC Title IV-I Adoption Other Federal, State or
Assistance Local Programs

South
Dakota

Tennessee

Virginas Parental consent
requirements prevent

4Wany experienced, broad -
based program providers

from partioipattng.

Washington Services and support

systems should be
provided for those
who relinquish infants

Strengths of WIC
include: WIC L.:artifice -

tion of pregnant and
parenting adolescents,
in TN based on nutri-
Uonal risk associated
with teename pregnancy
(state policy was
accepted by USDA in 1974
when program was begun).
(2) Use of Administra-
tive funds for nutrition
education and for certi-
fication exams, as will
as food delivery system.

I* Federal regulations
allow pregnant teens to
be given higher
priority consideration

for services.

State policy should be
changed to make post-
partum adolescents a
higher priority for

There is need to
provide adequate support
for basic life and
safety of all children.

110

The eligibility
criteria for need
to be eliminated. The
children must be served
by the Stan through
the order of the courts.

Adolescents who have
relinquished infants
for adoption should
receive continuing

In 1982, state funs
were allocated for the
first time specifically
to provide prenatal
services. Alsphasis is

on those at high risk,
category which

includes teens.

Federal education and
job training programs
need to be reviewed
and modified and



State Adolescent Family Life WIC AFDC Title TV-s Adoption Other Federal, State, or
Assistance Local Programs

MA (con't) for adoption. There service, and nutrition support services, as requirements should be
is also a need to change education and outreach present look of support issued for employers to

perceptions regarding material to this age is disincentive to provide on -sits day oars
adoptions. group. giving up infants for when possible. States

adoption. should fund a minimum level
of core health services.
All schools should be funded
to provide classes and day
care services for pregnant
and parenting teens. There
is also need to publicly
recognise and support
grassroots and non-profit

organisations for teen
services.

West
Virginia

funding needs to
be increased.

nestrictive policies
have made it difficult
to sere adolescent
parents, (i.e.,
'attachment to labor
forme requirement
for AFDC -0 is almost

impossible for
adolesoent parents
to meet).

Wyoming WIC is a good program State is opposed to
in Wyoming. proposed regulation

that would limit AFDC
to teenagers living
at home and eliminate
AFDC to teenagers on

111
More State coordination
and leadership is needed
on this issue.



TABU 8: PSDIRAL PIDIDIam PARBMTING_AMDLALL ADOLBSCBMTB

purVeV GUeStiOn 110: These are examples of Federal programa with expenditures for services to adcaelicept parents and their children and to

adolescents at risk of becoming pregnant. Please caplets the chart below on the funding levels and the number of adolescents served for

each of the following programs. If data Waist only for programs roteiving assistance f,-.4 the State, please Indicate.

The Federal programs listed under question 810 are as follows:

1) Title V of the Social Security Act, the maternal and Child Bealth Services Block Grant

2) Title X of the Public Health Services Act, Family Planning

3) Title XIX of the Social Security Act, Medicaid

4) Title XX of the Social Security Act, Social Servi es Block Grant

5) Title XX of the olic Health Services Act, Adolescent Family Life Act (AFL) which, in 1981, replaced the Adolescent Health Services

and Pregnanly Prevention and Care Act of 1918

6) Education Consolidation and Improvement Act of 1v81 (Chapters 1 I 2) which replaced the (elementary and Secondary (Munition Act in 1981

1) The Supplemental Funding Assistance Program for Pcmen, Infants and Children (WIC)

8) Aid to Families with Dependent Children (AFDC)

9) Gob Training and Partnership Act (JTPA) which replaced the Compiehensive Imployment and Training Act (Cr'k) in 1983

10) Title IV-S of the Social Security Act, Adoption Assistance

11) Food Stamp Program

12) Low Income Public Housing

13) Leered Housing Assistance

Question 810 Sake., for data for the years 1018, 1980 and 1982. If States responded for other years, those yeera have been noted on the

following chart. State funding levels were included only if amounts directed to adolesccnts and/or pregnant or parenting adolescent, were

provided. In sale instances, States reported the number of adolescents, and/or the number of pregnant and parenting adolescents served,
but not the amount of funding directed to this population.
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State/Program

hittEl
ML

Title A

Title V

Title XX

LUISA
Title X

JTPA

AFDC

Arkansas
:iv, X

Title V

D

A.t. 6 Percentage
ct red. Tending

Directed to Moles.

(As reported by States)

A.t. 6 Percentage of LW. Mo. 04 *regnant
runda Directed to Pregnant and Parenting

90. at Adoles.jerveCL and Parenting Adolescent* Adolescent* Served
S0 3LL Int MU 121a

1975

$1.12.
35.5%

1211

$276,000 4299,000
100% 100%

(1991)

$1.22 $1.34.
33.7% 36.0%

1221

19,235 21,241

4,354

MIL 1225

490

26,191

7.399

24,605 26,909 24,107

$5.6. 111.5s 4,213 6,959
43.75%

(Title mr
100'

(Tin. In)
(1964) (1994)

(1994) (1144)

10,233 11,202 13,425

4,337 7,042 5,915

Calitornie
Title V $2.4.

(7 Adolescent Pregnancy 31.5%
Programa)

'fo

71

4,354 7,369

4132,000 4127,000 432 461
0.2% 0.2%

113

251

(1964)

773

(1965)



Amt. 6 Percentage
cf Fed. Funding

Amt. 6 Percentage cf Fed.
Funds Directed to Pregnant

No. cf Pregnant
end Parenting

jtate/Proaram pirected to Adele.. No. Of Moles. Served and Parseine Adolescents Adolescents served

1I-L! 129J1 MIL 1211 1U 12/1 1211 12l4 1Jl3 ALI 1214

Connecticut
Title V (*doles. Prig. $166,683
Prevention and Seri. Program) (83-84)

Delaware
Title V 1,915 3,722 1,510

Title A 7,070 6,390 6,377

Title AIX 86.80 86.83m 1,454 919 460

15.5% 11.8%

AFDC
1,047

(1984)

Jerk 0770,442 8356,740 $913,820 2,919 1,859 1,819

20.6% 10.71 22.6%

Florida
Title X 30,326 40,118 13.304

Title AIX $5.7. $5.7. $$.5a 65,068 69,458 72,182

2.11 1.41 1.5%

AFDC $13.0. 818.04 $20.1. 21,727 24,611 24,534 $1.04 $1.4m $1.50 5,1165 6,373 6,964

9.4% 9.41 9.5% (no. average) 0.7% 0.7% 0.7%

Si Waal
Title X 8439,764 $439,'64 25,416 25,669

11.41 5.4%

Title AIX 25,416 25,669

Title Al 25,416 25,669

Percentage cf total funds not available.
Feds,1 and State funding.
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Otxte/Prouram

AFL

Lu

Amt. 6 Percentage Amt. 6 Percentage of red. Po. of Pregnant
of Fed. Funding FLnds Directed to Pregnant and Parenting
Directed to Admits. Po, of Adoles. Served and torenting Adolescents Adolescents Served

216 1l0 1211 1L7I 121S 11,2 1221 1111 li

Title U

AFDC

1,000 2,100

15,064

Title V 12.9m*
Title II (1963)
WIC (Emergency Jabs Sill 'undo)

111111111
Title V 094,039 184

13.3%

Title I and III 81.122 0689,133 27,740 19,306
36.3% 40.7%

WIC
0110,913

7.56
'TPA 40.0m 23,300

56.6% 419641
(1964)

AFDC

Title X
9,442 6,562
41963/ 41964/

Title V
1,303 1,600
(19631 (1964)

*Percentage of total funds not available.

0200,000
100%

11761,567

7.4%
181,010,673

6.9%
269 907 1,126

1,7%0

(1964)

6,000
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note/Pretrui

Amt. 6 Percentage Amt. 6 Percentage of Ped. No. of Pregnant

of Ped. Funding Funds Directed to Pregnant ..d Parenting

Directed to Adoles No. of Adele.. Served and Parenting Adolescents Adolescents Served

122/ Ati 111 122/ 1211 1LL Int .121! Ilia .1211

TitlINDUSe V 335,000 420,000 0530,000 700 800 1,000 4145,000 248,400 382,000 200 474 643

(10 N1C Projects) 12.5% 14.2% 18.4% 4.9. 9.1% 13.4%

Title A 204,000 4213,415 334,340 4,800 7,026 8,171

26% 25.1% 26%

VIC 4271,841 408,205 840 1,150

5% 6%

Kentucky
Title X 4208,000 4421,549 13,800 31,420 29,452

7.7% 14.1%

1

o " Title V 454,452 455,000 470,000 1,400 2,100 2,400 4220,100 4218,123 4404,088 2,000 2,150 2,450

" (Prenatal Caro 2.4% 2.2% 2.4% 10.7% 8.91 13.7%
1

API. 125,000 52

100%

VIC 43.75m 43.75m 8,918

14.8% 14.1%

Louisiana
AFL 480,995 4284,744 848 440,995

)00% 100%

(1982) (1984)

55

Title V (Adoles. 4385,451 4134,251 446 378 219 8385,451 4134,251 446 378 219

!reg. Program in 4% 1.3% 4% 1.3%

4 Parishes)
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Sate/Program

Ast. 6 Percentage Ant. 6 Percentage of Fed. No. of Pregnant
of Pad. Funding Funds Directed to Pregnant and Parenting
Directed to Adele*. No. of Addles. Served and Parenting Adolescents Adolescents Served

122! 1212 1111 1678 1960 1982 1221 1980 I962
1221 1212 1211

Louisiana Icon't)
Title X 6192,410 $110,952 $225,000 13,979 5,166 7,013 $100,056 153,257 6112,500

11,76 6.04 9.06 6.1% 2.9% 4.5%

AFDC

Poo! Steeps

28,921

(12/84 avg. go.)
121,608 105,377

(avg. sc. participation)

7,269 2,481 3,507

111211
Title X 4,010

Title XIX 822

Title IX 3,777

AFL
6251,700 2,111
1004

Title X 16,661 13,117 864

&PDC

'CIA (asp. 1,

Massachusetts
AFDC

Michigan
AFDC (6 den. Asst.)

WIC

37,100 36,756 961

0302 (198:)
2,191 (1984)

6,667 2,835 6,245

7,000

2,000

(1983)

15,319 13,219
(1/85)

5,259
(ifeer not reported)

IPSO? 24,000



ptate/Prograa

ALVJUUM
AFL(family planning)

NIC

AFDC

Nissiasimi
Title X

TM' XX

-
0 AFL

.itle V

.TPA

Amt. 6 Percentage Amt. 6 Percentage of Fed. No. of Pregnant
ct Fed. Funding Panda Directed to Pregnant and Parenting
Directed to Adole0. No of Adoles. Served and Patenting Adolescents Adolescents Served

Ane 121E Iva L ILE L L L 121?.. au Au

8832,213
100%

(1983)

8125,000
.4%

850,000
(1984)

8169,302.

2.3%

14:r
(17'84:

25,000 26,965 26,367

17,364 26,465 24,511

2,191

17,548 9,824
0.Served by

balance of CSTA funds)

8125,000
0.411

2,420
(1984)

101 752 154

40-60

Walla
Title V 6206,087 8120,467 8154,000 113 180 354 94 305 244

Title X 4,912 5,620 6,364

New Ilambehire

Title V 185 795
(MD 11985)

Title X and
Title XX, 88 5,126 6,626 6,924

UDC 932

(1985)

Percentage of total funds not available.
Federal and state funding.
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Amt. i Percentage Amt. i Percentage of Fed. No. of Pregnant
of Fed. Funding Funds Directed to Pregnant and Parenting

and Parenting Adolescents Adolescents Served
1978 1212 12121 1978 Imo 1982

state/Program Directed to AdOles. No. of Adoles. Served
Int

New Jersey

1980

$574,000
2.5%

1982

$123,300

14.6%

(1983)

$34,750
3.2%

$1.125m
5.0%

$25m.

1.7

3.2m

$250,000
980,000

1.4

1978

12,000

1110

53,300

13,50n

17,500

1982

1,005

(1983)

34,100

1,643

48,094

13,000

17,666

Title V (Family planning)

Title X

Nov Mexico

Title V (Family Planning)
(Adol. Preg. Serv.)

Title X

Title XIX

Title XX $444,000
2.0%

Title IV -8

New IET1
AFDC

Title XX

Title XIX

Title V (Family Planning)

(Adol. Preg. Serv.)

Title X

Percentage of total funds riot available.

11J

478



7

State/Program

Amt. 6 Percentage
of Fed. Funding
Directed to Adolea. No. of *dells. served

Amt. 6 Percentage of Fed.
Funds Directed to Pregnant

end Parenting adategente

No. of Pregnant
and Parenting

Adolsecente Strved

1678 1980 1982 1978 MIR 1223. Int 1980 an 1221 12/11 Ili

North CarQlJ0j

Title V 28,604 28,660 27,654 7,427 7,508 7,420

Title X 11532,000 11532,000 0 35,259 42,032 43,2116

16.61 13.3%

AFDC 3,203 4,679 4,407

(1980) (1982) (MO
North Dakota
Title X 2,789 2,753

JTPA 1,801 2,500 1,892

Title XIX 112.04m 112.59m 114.11 5,813 6,027 6,241

63.66 63.7% 63.7%

Title XX 8933,750 111.010 11768,413 3,654 3,401 3,148

12.51 12.5% 11.2%

AFDC 113.26m 112.370 113.490 4,952 4,850 5,161

23.8% 23.81 23.6%

Oklahoma
WIC 2,618 4,272 2,618 4,277

AFL (Margaret (MCIISN)

Hudson School) 11127,526 1199,000 3,225 6,325 11110,000 1177,000 225 325

100% 100% 66.3% 77.6%

AFDC 78,034 85,492 86,856

JTPA 1113.00 813.00 1115.740 13,400 13,384 12,490

28.91 28.2% 33.5% (under 22)



Amt. 6 Percentage Amt. 6 Percentage a Fed. No. of Pregnanta .4. Funding rune* Ottected to Pregnant and ParentingState/Program colrectmd to Adolf". Po. 01 &doled. Served and Parenting Adolescents Adele/wants Served
1221 1211 12/2 1221 lie 1211 1221

Oklahoma (can't)
Job corps

Title V

Title X

PinntYlvanla
Title V

(Maternity)

(C 6 Y Programs)

Title XX

MIC

JTPA

APDC

MIA (Chap. 1)

Anode Inland
AFL

1,010 922

8200,040 8180,000 8260,000 213 1,074
8.3% 7.2% 9.9%

8648,500 8599,000 8633,200 15,496 13,639 13,877
24.7% 24.3% 25.5%

8853,000 1892,000 8855,000 15,800 13,730 14,950
41.7% 31.' 28.9% (19791 (1981) (1983)

(1979) (19811 (1983)

8350,000 8346,000 8339,000 3,029 2,924 2,857
14.1% 13.6% 14.8%

42,607 44,610

785

(1( 83-6/84)

$26m. $2410 $224 . 75,002 75,342 68,509
11979-60) (So-el) (61 -62) 11979-80) (80-81) (11-82)

Percentage of total funds not available.

8100,038

100%
100

1,21 1111 1225 12E1 1211

125 850

ye 4406 3563 '3625

8815,000 8646,000 2,400 2,430 2,690
28.2% 22.7%
(1981) 11983)

8111,387
(child care)

8615,000. 1,900
(1985) Imo avg)

121
13,524
(1979)

11,092

(1983)



State/Pumps

Amt. 6 Percentage
of Fed. Funding

Directed to Addeo. so. of Moles. SOM14

Amt. 6 Percentage of Fed.
Funds Directed to Pregnant
antillientIng Adolescents

No. of Pregnant
aid Parenting

Adolescents Served

AU Inp. 1211 197 lal 1212 1Pal ILE! 121L AEI 1211 1211

South Caroline
AFDC 600 738 441

Title XIX $31.22 $50.72 $69.72
17.0% 19.3% 21.2%

WIC 3,750

AFL 8361,000 8300,000 8251,143 7,262 12,042 9,402 8161,000 8200,000 8171,429 106 255 289

100% 100% 100% 1982-83 1983-04 1904-05 44.6% 66.7% 66.7% (6 moe.)

Tessa
Title V

(Maternity) 11,400

AFDC 13,000

(1903)

Title XX
(Family Planning) 63,000

(1981)

Title XIX
(Family Planning) 14,040

11903)

Eta
Title X 2,709 843

MiEnat
AFDC 442 413

(4/84) (1/85)
AFL (Addison Co. $226,000

Parent/Child Center 100%

(1985)
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F

State/Proles'

Amt. i Percentage Amt. I Percentage of red. Mo. Pregnant
of Pad. Poring Fund. Directed to Pregnant and Parenting
Director. i Moles. $0. of Adoles. lervpd end **** ntina Adolescents klaleecento Served

Ilalnii
title X

Lt 1111 Int

29,000

1210

27,0(0

.121 11.12

35,000

lL2 1,12 I2t2 1161.

AFL
$u.40 $0.40 40 40
100( 100%Intintsa

AIL 0215,000 $205,000 01944000 .79
100% 100% 100% (1984)

(1982) (1983) (15,4)

Title V $229,817 3r 672,417 306
.00% (1964) 11984) (1984)

11984)

title X 31,216 41,692 39,561 5,786 7,927 7,945
(1982) (1983) (1984) (1982) (1983) (1984)

Title III 84,082,435 2,914
(1984) (1984)

VIC 1,353 1,464
(1983) (1986)

(avg. Co. caseload)

JTIPA 4,273

Percentage of total funds not available.

110/83-6/84)
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Stitt/Prairie

Amt. & Percentage
of Fed. Funding
Directed to Adeline. No. a 'doles. Served

Amt. A Percentage of Fed.
Funds Directed to !regnant
and Parentimu Adolescents

No. of Pregnant
and Parenting
Adolescents Served

!teat Viroinia

Title V

Title XX

Title X

EWELL°
Title V

APL (Milwaukee Teen
!reg. Service)

AFDC

JTPA

XCIA (Chap. 2)

1121

06.06m
28.511

;Ili MAL

46.27m 06.0m
26.7% 29.6%

0257,000
100%

(1984)

07.3m
5.7%

07.76s
17.6%

(1983-84)

1221

5,000

18,914

500

Ipso

9,000

19,384

10,000

9,200

Ani

18,671

1/

32,339
(1963)

57,609

11,329

(1983-84)

jut

0432,779

2.011

ilil

438,908
2.0%

Ain

419,622
2.0%

121!

484

1910 1262

491

6,102

(4/84)

31

(83-34)

507

31 1/

(82-83)

A/ Court decision made cretraceoticn available to adolescents without parental consent.
1/ for one program ally.
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CHAPTER IV. STATE EFFORTS TO SEINE AT-RISK, PREGNANT AND PARENTING TUNE

RECENT INITIATIVES IN A FEW STATES HOLD PROMISE OF MORE
COMPREHENSIVE AND COORDINATED SERVICES

The ranks of States taking a leadership role on issues of

adolescent pregnancy and parenthood remain small, but are growing.

Seven States, for example, reported that they have provided

funds to implement comprehensive and/or coordinated statewide

initiatives (California, Colorado, Illinois, Michigan, New York,

Pennsylvania, Rhode Island).

These are included among the 23 States which, under the

leadership of governors, State legislators and/or leaders of State

agencies, have formed special task forces or study groups to help

improve their current efforts, or in a few cases, have devellped

special initiatives to improve services.

Fifteen of the 23 States reported one of the following: (1) a

special statewide initiative to provide comprehensive services; (2)

statewide activities which focus on particular population subgroups

or on specific kinds of inte- ,ntions; or, (3) a related statewide

initiative or program that includes adolescent pregnancy as a

special focus (Alaska, California, Colorado, Georgia, Illinois,

Maine, Michigan, New York, North Carolina, Pennsylvania, Rhode

181- outh Carolina, Tennessee, Wisconsin, and Virginia).

Fifteen States also Indicated that they had or now have task

forces to examine the issues (California, Colorado, Connecticut,
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Idaho, Illinois, Maryland, Massachusetts. Michigan, Mississippi, New

York, North Carolina, North Dakota, South Carolina, Texas and West

Virginia).

All the initiatives and task force efforts of the States are

described on the State Pact Shasta, beginning on page 120.

IMPROVED ComPREEINSIVENZES, AS WELL AS IMPROVED lEALTE,
EDUCATION AND EMPLOYMENT SERVICES ARM COMMON THEMES

Of the 23 States reporting statewide initiatives or task forces,

16 submitted reports on their activities (California, Colorado,

Connecticut, Georgia, Idaho, Illinois, Maryland, Massachusetts,

Michigan, New York, North Dakota, Pennsylvania, Rhode Island, South

Carolina, Tennessee and Texas). They contain a fairly consistent

set of strategies and programs to reduce adolescent pregnancy and

the negative consequences associated with it, including

recommendations covering coordination of services, health care,

employment, educational services, child care, data adequacy. and

public awareneaa and community responsiveness.

Recognizing the critical iaportance of providing comprehensive

services, 13 of the 16 States called for, or reportea already

developed plans for, increased coordination among state agencies and

other providers. Recommendations and actions to improve health

services were raise! by 12 of the 16 states, as were efforts to

improve educational opportunities and interventions. Nine of the

States also recommended increased vocational training and employment

opportunities as part of comprehensive programs.
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STATES REPORT RANGE OF LOCAL AND COMMUNITY -EASED PROGRAMS

In addition to special statewide efforts or initiatives, the

survey also crntained a question on model programs. (See Questions

416 and e15 on Survey in Appendix I.) All local programs which were

reported in response to either of these questions are listed or

referenced in the State Fact Sheets.

This section describes the kinds of programs States most often

reported. Not every individual response is noted here, although

these are illustrative of the range of programs which were reported.

There are, in fact, hundreds of local projects and programs

which address the issue of pregnancy and parenting among

adolescents, either focusing on pregnancy prevention, or targeting

services to pregnant teens and teen parents. The programs tend to

be located in a few areas: schools, hospitals a.id /or health centers,

and community programs such as the Y's.

Not programs are either prevention or intervention oriented,

and some combine both. Some are targeted specifically to pregnant

teens, teen parents and/or infants, others to the general adolescent

population.

School-Based Programs

Since most teens spend a substantial portion of their time

there, schools become a likely place to provide prevention and

intervention services. School location was frequently cited as a

factor in achieving greeter success.

- 112 -

12"



Thirty-nine States reported school-based programs (Alabama,

Arkansas, California, Colorado, Connecticut, Delaware, Florida,

Georgia, Idaho, Illinois, Indiana, Kansas,'Kentucky, Maine,

Maryland, Massachusetts, Michigan, Louisiana, Minnesota, Nebraska,

Nevada, New Hampshire, Few Mexico, New Jersey, New York, North

Zarolina, North Dakota, Pennsylvania, Ohio, Oklahoma, Rhode Island,

South Carolia, South Dakota, Tennessee, Texas, Virginia,

Washington, Wisconsin and Wyoming).

These school-based programa fall into a number of different

categories including: adolescent health clinics and other

health- related services; adolescent pregnancy prevention programs,

including family life education and health education; programs for

pregnant and parenting teens which teach parenting and other skills

and provide counseling and referrals; and, alternative schools,

homebound programs, curricula, and child care.

Education

More than fifty percent of the States reported school-based

educational programs which aim at preventing teen pregnancies, and

are available to all the students (Alabama, Arkansas, California,

Connecticut, Florida, Georgia, Illinois, Indiana, Kansas, Kentucky,

Louisiana, Maine, Maryland, Massachusetts, Michigan, Minnesota,

Missouri, Nebraska, New Hampshire, New Jersey, New York, North

Carolina, North Dakota, Ohio, Oklahoma, South Carolina, Tennessee,

Virginia, Washington, Wisconsin and Wyoming).

The services offered in these prevention programs include family

life education, sex education, and/c.. health education in at least
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one school. Kansas, Louisiana, Maryland and New Hampshire's

Adolescent Family Life Programs are included in this group. Some

States also reported special curricula to deal with this issue. New

Jersey is the only State which reported a legislative mandate that

family life education be taught in every public school in the State.

A total of 17 States specifically recommended increasing family

life education (Connecticut, Georgia, Indiana, Kansas, Kentucky,

Maryland, Massachusetts, Michigan, Minnesota, Nevada, New Jersey,

New York, North Carolina, North Dakota, South Carolina, Tenn

and Texas). Of the 23 States with statewide initiatives and task

forces, seven included this emphasis. Michigan's Task Force

recommended more reproductive health education, and North Dakota's

Council on Problea Pregnancy argued the importance of sex education

with the involvement of family members who themselves have been

trained and become knowledgeable about the issues and programs.

Twenty States also reported programs which teach parenting and

other skills and child development to soon-to-be, and new adolescent

parents (Alabama, California, Colorado, Florida, Illinois, Indiana,

Kentucky, maluc, Maryland, Masachusetts, Minnesota, North Carolina,

New York, Ohio, Pennsylvania, Rhode Island, South Carolina,

Tennessee, Texas and Washington). These programs often provide

counseling, and referrals to other needed services, and are located

in regular schools.

These services are also provided at alternative schools which

only enroll pregnant or parenting teenagets. Twelve States reported

alternative school programs which provide prenatal and parenting

education, along with an academic curriculum (Idaho, Kentucky,

Maine, Massachusetts, Minnesota, Now Mexico, Ohio, Oklahoma,

- 114 -

129



Pennsylvania, South Carolina, Texas and Washington), A few States

mentioned homebound programs as well.

Health

Fifteen States reported programs providing school - based health

services. Seven of these States have or plan to start school-based

health clinic programs that offer health services to the entire

student po,lulation (Connecticut, Delaware, Indiana, Michigan,

Minnesota, Mississippi and New Hampshire). In addition, eight

States listed programs providing health
services specifically to

pregnant and parenting teens (Maine, Maryland, Massachusetts, New

Jersey, North Carolina, Rhode Island, South Carolina, Texas). Some

programs involve a health outreach worker who, once each week,

attends to the health need of the pregnant teenager. One program in

North Carolina provides obstetrical end pediatric care for pregnant

adolescents and the infante of students.

Four States with a special statewide initiative or task force

described the need for establishing and/or expanding school-base..

adolescent health clinics (Connecticut, Maryland, Michigan, and

South Carolina). Mississippi, which also has a task force but has

not yet issued a report, noted the operation of a school-based

adolescent health clinic among its model programs. Massachusetts

and Texas also call for an expansion of school-based programs, with

many features of adolescent health clinics.

Community-Based Programs

Many communities have recognized that adolescents have special

health needs, and have responded with comprehensive programs
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designed specifically witn them in mind. Hospitals may have a

special adolescent medical section, as does one hospital in Indiana,

or special clinics may be established for this age group. Some

nursing associations and other health professionals have designated

outreach workers to encourage pregnant and parenting teenagers to

seek prenatal care, nutrition counseling, well-baby care, and

general health care for themselves and their children.

Community organizations may also provide programs for this

population. These programs are operated by the Vs, churches, PTA,

non-profit groups, and other private organizations, among others.

Examples of prevention efforts include: courses in how to resist

sexual pressure, teen centers which provide social and clinical

servicer, counseling and recreational activities, parent seminars

which encourage parents to talk to their children, and teacher and

community leader training.

Some community programs are also targeted toward pregnant and

parenting teenagers, to help them with their new role. Job training

and placement, counseling, referrals to social services, peer

counseling, and support services are among the services provided by

these types of programs. Several States reported maternity homes as

well (Arizona, California, Delaware, Louisiana, Maryland,

Massachusetts, Mississippi, Montana, North Carolina, North Dakota,

Oklahoma, Tennessee, Utah, and West Virginia).

Targeting Adolescent sales and Young Fathers

With the exception of sex and health education courses in the

schools, programs for at-risk, pregnant and parenting teens have

traditionally focused many of their services on female adolescents,
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with minimal attention paid to reaching young men. While. there is

growing awareness and consensus in the field that young men need to

be more involved in prevention and assistance efforts, few States

raised male and father involvement issues in their survey responses.

Fifteen States reported on one or more issues concerning male

Involvement (California, Georgia, Idaho, Illinois, Maryland, Maine,

Michigan. Missouri, New Hampshire, New Jersey, North Carolina, Ohio,

South Carolina, Tennessee, and Washington).

Eight of these States (California, Illinois, Maine, Missouri,

New Hampshire, North Carolina, Ohio, and Tennessee) listed and/or

described service programs involving adolescent males and young

fathers. For example, a component of the Teenage Pregnancy and

Parenting Project in San Francisco, California "ensures that young

fathers receive comprehensive serN-ces." In New Hampshire, "New

Directions for Young Men" specifically offers sexuality education

for adolescent males. (For further description of programs, see

State Fact Sheets.)

Five of the States which have special statewide initiatives or

task forces included in their recommendations for improved services

and programs more attention to male involvement (Georgia, Maryland,

Michigan, New Hampshire, and South Carolina). South Carolina, for

example, called for a greater focus on the male role in pregnancy

prevention (39(e)).

Five States have proposed or already have stepped up child

support collection efforts (Idaho, Illinois, Maryland, Tennessee,

and Washington). Illinois reported the enactment of a child support

law in 1983. Michigan's task force recommended that "service
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programs should actively seek to involve teen mothers, other family

members and the male partner in order to meet all of the family's

needs as well as to support the young women" (22(a)]. Idaho's task

force report noted that "responsibility for the problems of teenage

pregnancy can be returned to the responsible fathers, lessening

welfare dependence for the mother' (12(a)).

Two States also encourage formal establishment of paternity

(Maryland and Tennessee). Tennessee reported a new "putative father

registry" (41). And, Maryland's tisk force recommended that "the

Governor direct the Department if Human Resources to pursue

vigorously establishing paternity and enforcement of child support,

in cases involving teen pregnancy" (20(a)).

Public Awareness

Several of the States also called for efforts to improve public

awareness and responsiveness regarding adolescent pregnancy issues.

Idaho described plans for a "Community Awareness Program" to be

underway in 1987, so that adolescent pregnancy problems can be

better understood and addressed at the local level (12(a)).

Maryland discussed the need for local institutions to become more

involved in the development and implementation of interventions and

to "explore elternatives to media concentration on and exploitation

of sexuality aimed at the youth market in Maryland" (20(a)).

Michigan proposed that more be done to make the adolescent

population aware of the importance of prenatal care (22(a)). And,

Tennessee reported promoting "public awarenese of the problem

associated with teenage pregnancy with special focus on the

consequences of an early pregnancy, the benefits of delaying sexual
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activity, and responsible behavior for those already sexually

active." Tennessee also promotes greater public awareness of the

choice which adoption presents to many pregnant teens [41, 41(a)].

Child Care

Eleven States reported providing school-based child care

services at regular and/or alternative school sites (Connecticut,

Colorado, Indiana, Massachusetts, New Jersey, New Mexico, Ohio,

Tennessee, Texas, Washington, Wisconsin). Five States with special

statewide initiatives or task forces raised concerns about child

care and issued recommendations calling for improved child care to

be included among the necessary support services for adolescent

parents (Georgia, Massachusetts, Maryland, New York and Texas).

Massachusetts underscored the importance of this service, referring

to it as an essential service" for the population.
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STATE FACT SHEETS: A COMPILATION OF STATE RESPONSES INCLUDING
DEMOGRAPHICS, HEALTH, EDUCATION AND ECONOMIC INDICATORS,

ADOPTION AND FOSTER CARE, AGENCIES AND DEPARTMENTS,
PROGRAMS AND RESOURCES, AND STATEWIDE INITIATIVES

AND RECENT POLICY CHANGES

States were asked to provide a wide range of information on

pregnant and parenting teenagers, as well as information on how the

States are responding to this problem. (See Survey, Appendix I.)

None of the States were able to provide all the information that

vas requested on the survey. Some States did not fill out the

survey form, but submitted supplemental information such as task

force reports. Oregon was the only State which did not respond to

the survey at all. The fact sheets reflect the level of information

provided. If a State did not answer a question, it is not included

on the fact sheet.

The fact sheets are a compilation of the information provided by

the States. The information is presented in eight sections:

I. DEMOGRAPHICS

II. HEALTH INDICATORS

III. EDUCATIONAL INDICATORS

IV. ECONOMIC INDICATORS

V. ADOPTION AND FOSTER CARE

VI. AGENCIES AND DEPARTMENTS

VII. PROGRAMS AND RESOURCES

VIII. STATEWIDE INITIATIVES AND RECENT POLICY CHANGES
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Demographics

The Demographics section includes the number of births,

abortions and miscarriages to teenagers, and the number of parenting

adolescents, both married and not married.

Health

Health Indicators include the infant mortality rate, percentage

of low-birthweight births, and the percentage of adolescent women

receiving prenatal care in the first trimester. The infant

mortality rate is reported as the number of deaths per 1000 live

births, unless otherwise noted.

Education

Educational Indicators include the number of female adolescents

dropping out of school, and those who cite pregnancy or child care

responsibilities as reasons for leaving school. No States were able

to report the number of pregnant or parenting adolescents finishing

high school with their class, or within one year of their intended

graduation date. In addition, none of the States reported the

number of pregnant and parenting adolescents who received the G.E.D.

within two years of their intended graduation date, or the number of

of these students who completed vocational education programs within

the same time period.

Economics

The section on Ecollomic Indicators covers the number of pregnant

and parenting adolescents receiving Aid to Families with Dependent
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Children, or the State equivalent, as well as the adolescent

unemployment rate. None of the States reported the number or

percent of pregnant and parenting adolescents obtaining employment,

or the percent of adolescent fathers paying child support.

Adoption and Foster Care

Few States provided information on adoptions or the number of

infants born to teenager: who are placed in foster care.

Agencies and Departments

The survey asked States to nasty a department or agency with

primary responsibility for programs and services for pregnant and

parenting adolescents. Plan: Stites listed more than one, or none at

all. The survey also asked for a list of agencies with lead

responsibility for a varioty of specific activities, such as family

life education, child care, and maternal and infant healvh. If a

State did not report an office or agency, that activity is omitted

from the tact sheet.

Programs and Resources

The survey also &puked States to list any programs or resources

LOX pregnant or parenting adolescents, or for the prevention of teen

pregnancy. It should be noted that only those programs accompanied

by descriptive information leer, included. Therefore the list of

programs and resources may be incomplete.
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Initiatives and Policy Changes

Finally, the fact sheets include a narrative on major statewide

initiatives concerning teen pregnancy and parenting, and recent

policy changes affecting this population.
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DEMOGRAPHICS

1, el female adolescent population by age

1978 1980 1983

10-14 161,719 160,211 160,358
15-19 179,303 186,614 182,477

15-17 N/A 110,102 N/A
18-19 N/A 76,512 N/A

Number of births to teenagers by age of mother

1978 1980 1983

10-14 406 355 275

15-19 13,409 12,693 10,987

15-17 5488 5139 4321
18-19 7515 7551 6666

Number of abortions to teenagers

10-14
15-19

1978 1980

260 280
5350 6000

Number of miscarriages to teenagers by ago of mother

in-14

15-19

1978 1980

110 100

3140 3150

HEALTH INDICATORS

Percentage of births to teenagers which are low birthweight

1978 1980 1982 1983

10-14 16.7% 19.4% 13.5% 15.3%
15-17 12.0 10.7 11.5 11.1
18-19 10.1 9.3 9.6 10.0

All low-birthweight births, 1983: 7.9%

AGiNCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and parenting teenagers

Health issues: Family Health Administration
State Department of Public Health
434 Monroe Street
Montgomery, AL 36130-1701
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Contact person: Beverly W. Boyd, M.D., M.P.H,
Director

Phone number: (205) 261-5673

Education Issues: He Economics Education
Department of Education
Room 807, State Office building
Montgomery, AL 36130-3901
Contact person: Mrs. Sus Smith, State Specialist

Home Economics Education
Phone number: (205) 261-5184

Other offices and agencies with responsibility for the following
activities for pregnani and parenting beenag-Ts:

Adoption Services: State Department of Pensions and Security
(SDKS), Bureau of Family and Children's Services (BFCS), Division
of Adoption

Child Care: SDP&S, BFCS, Divieon of Day Care

The Alabama Department of Public Health has primary responsibility
for many of the service listed in the survey. Assorted private and
public agencies are also mentioned as sharing in the responsibility
for these services.

PROGRAMS AND RESOURCES

1. Parenting Education Prograne and Consumer and Homemaking
Education Programs. These school-based programs recieve Federal and
State funds. They are implemented by Local Educuation Agencies and
the State Dept. of Education.

2. Family Planning. A federally funded program that is implemented
by the State Health Department and County Health Department
clinics. Begun in 1973, this program is active in 67 counties.

3. Maternal and Child Health. Thi., federally funded program is
administered by the State Health Department and clinics Jn County
Health Departments. It is active in over 50 counties with maternal
and/or Child Health programs.

4. Parent Seminars. Sponsored by the March of Dimes and the PTA,
these seminars began in 1985, and are active throughout Ole state.
There are also parent-training seminars being adminiatt-ad by a
private group called Lighthouse, Inc.

5. Adolescent Family Life. This federally funded program began in
1983 and is active in one county.

6. Prevention programs. The Department of Pensions and security
designed five model programs to prevent teenage pregnancy. These
projects were initially funded with seed money from the Federal Job.,
Bill in FY 1983-84, and are administered et the local level by a
local coalition, council, or task force. The projects enjoy strong
community support, and utilize volunteers and the school system to
reach adolescents and younger children.
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Contact Persons:

Phone numbers

Phone number:

John Little Debra Spanos, R.N.

Chacles Henderson Jefferson County
Child Health Cantor Health Department
Tray, AL 36081 Box 2646

(205) 566-7600 Birmingham, AL 35202

Phone: (205) 933-9110

Jane Milton
Department of
Pensions and Security
Montgomery, AL
(205) 361-3689

7. Total Care Program, Pickens County Board of Education.

Contact persons Mrs. Laura CumminIa
Charles LaDow Area Vocational Center (Pickens Co.)
Rt. 2, Box 46
Carrollton, AL 35447

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

Alabama reported revising its Family Plannini Protocol to include
special emphasis on parental involvement in services to teenagers.

No further description was provided.

State's response to survey submitted bys

Ginger A. Roncallo
Governor's Office
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ALASKA

DEMOGRAPHICS

Total female adolescent population by cge

1980

lo-19 17,335

Number of births to teenagers by age of mother

1978 1980 1981

Under 15 12 6 11
15-19 1064 1113 1180

HEALTH INDICATORS

Percentage of births to teenagers which are low birthweight

1978 1980 1981

Under 15 8.3% 0.0% N/A
Under 20 N/A N/A 6.0

15-19 7.0 6.7 N/A

All low-birthweight births, 1983: 4.7%

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs_, policies, and
projects for pregnant and parenting teenagers

Division of Family and Youth Services
Pouch H-05
Juneau, AK 99811

Contact person: Betty Jo Engelman

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

In 1985 the Alaska State Legislature appropriated $688,000 in social
service spending for "pregnant women at social and economic risk,"
including adolescents,. Eleven private agencies were awarded grants
to provide the following services: foster care; residential care to
pregnant women; counseling services; education and parenting skills;
adoption assistance; transportation; and employment related
services, including child care training and remedial education.

State's response to survey submitted by:

John R. Pugh, Commissioner
Department of Social Services
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DRNOGRAPHICS

Total female adolescent population by age

1970 1980

10-14 94,980 107,990
15-19 85,501 123,734
15-17 52,483 72,191
18-19 33,018 51,543

Number of births to teenagers by age of mother

1978 1980 1983

10-14 108 138 123
15-19 7399 8173 7686

Number of abortions by age of mother

1978 1980 1983

Under 20 1968 2893 3483

Number cl parenting mothers by age

1970 1980

15-19 7930 11,146
15-17 1685 3177
18-19 6245 8169

Number of married parenting mothers by age

1970 1980

15-19 5936 7151
15-17 1270 1536
18-19 4666 5615

Number of not married parenting mothers by age

1970 1980

15-19 1994 4195
15-17 415 1541
18-19 1579 2554

HEALTH .NDICATOR8

Infant mortality rate by age of mother

1978

Under 15 28
15-19 11

IIRR for all births, 1983: 9.5

Reported as neonatal rate
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Percentage of births to teenagers which are low birthweight

1978 19e0 1982 1983

10-14 7.4% 14.5% 16.0% 17.1%
15-19 7.9 7.4 6.8 8.4

All low-birthweight kirthe, 1983: 6.16

ECONOMIC INDICATORS

Number of pregnant and parenting adolescents receiving AFDC

April 1985

Pregnant 41
Parenting 732

Unemployment rate for 16 to 19 year olds

1980

Total 14.36
Teen mothers 15.6*
TOM fathers 9.8*

*Based on a 56 subsample of the 1980 Census

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and parenting teenagers

1. Office of Policy and Planning
Arizona Department of Health Services
1740 Nest Adams Street
Phoenix, AZ 85007

Contact person: Gloria Heller, Associate Director
Phone numbers (602) 155-1106

2. Arizona Department of Economic Security
Division of Planning and Policy Development
1717 Nest Jefferson
Phoenix, AZ 85007

Contact person: Sue Elliot, Assia-ant Director
Phone number: (602) 255-3937

Other offices and agencies with responsibility for the following
activities for pregnant and parenting teenagers:

Preventive/Contraceptive Information and Services: Department of
Health Services (DNS)

Preventive/Abstinence Education: Maternal and Child Health Office
(NCH), DRS

Sex Education: Department of Education (DOE)
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Family Life Education: DOE

Maternal Health and Medical Care: NCB

Prinatal Medical Care: MCH

Infant/Child Health and Medical Care: NCH

Educational and Vocational Assistance and/or Training: Department

of Economic Security (DES), DOE

Life Skills Development Training: DES

Adoption Services: DES

Child Care: DES

New Programs and Policy Development: Office of the Governor

PROGRAMS AND RESOURCES

1. TASK (Talking About Sex with Kids). This program supports and
encourages parents in talking to their children about sex. It is
funded federally and by other sources. TASK makes presentions to
parent gatherings at churches, YMCA's, etc. and trains people to

make presentations. Begun in c.otember 1982, TASK has made
presentations to over 600 parents and trained over 100 precentors.

2. TACT (Teens -.rid Adults Communicating Together). A program for

parents of adolescents in which they discuss adolescence and skills
for communicating with adolescents. With Federal and other funding,

the MCH Office of the Dept. of Health Services and AZ Family
Planning Council plan to finish developing the program by May 1985.

3. Via deAmisted, a program within Chicanos Por la Cause. This was
funded through Project Redirection of the Manpower Demonstration
Research Corporation to help young women in education, employment,
counseling, and day care. It is now operating on a limited basis.

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

Arizona indicated recent policy changes in adoption services,
adoption counseling an the involvement of fathers in adoption
proceedings, but no further descriptive information was provided.

State's response to survey submitted by:

George Britton, Executive Assistant
Office of the Governor
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DEMOGRAPHICS

Number of births to teenagers by age of mother

1978 1980 1 °82

10-14 183 191 164
15-19 7201 7845 7175

15-17 2905 3064 2654

18-19 4296 4781 4521

Number of abortio-- to teenagers by age of mother

1978 1980 1982

10-14 66 64 89
15-19 1823 2063 2204
15-17 817 954 931
18-19 1006 1109 1273

Number of miscarriages to teenagers by age of mother

1978 1980 1982

10-'.4 II 17 21
15-19 576 522 470

15-17 258 185 188
18-19 312 337 282

ADOPTION AND FOSTER CARE

Number of adoptions of infants born to adolescents by race of mother*

1978 1980 1982 1984

Black 36 48 57 62

White 161 170 189 154

Other 2 10 1 7

Includes only adoptions arranged through the Department of Human
Services, and not the large number of adoptions arranged privately.

AGENCIES AND DIEPARTNENTS

Lead agency responsible for coordinating_programs, _policies, and
projects for pregnant and parenting teenagers

1. Bureau of Public Health Programs
Department of Health
4815 West Markham Street
Little Rock, AR 72201

Contact person: Charles McGrow, Director of Public Health
Programs

Phone numbers (501) 661-2528
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2. Division of Social Services
Arkansas Department of Social Services
P.O. Box 1437
Little Rock, AR 72203

Contact person: Addie Patterson, Administrator of Family Services
Section

Phone number: (501) 371-2198

Other offices and agencies with responsibility for the following
activities for pregnant and parenting teenagers:

Preventive/Contraceptive Information and Services: Dept. of Health

(DOH)

Maternal Health and Medical Care: DOH

Infant/Child Health and Medical Care: DOH

Adoption Services: Social Services Division, Individual and Family
Services, Adoption Unit

PROGRAMS AND RESOURCES

1. Teen Parenting Program. Tnis alternative public high school is
for pregnant students. Implemented by a group of public and private
agencies, the program is funded by Federal, State, and private
sources. It began in September 1984, and 36 adolescents have been
served.

2. Unmarried Parent Program. This program is administered by the
Family Services Section, Division of Social Services. It operates
mainly in Little Rock.

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

Arkansas' Department of Health changed its parental involvement
policy to require that "nurses or social workers counsel all teens,
17 years of age or younger, on the advantage of parental involvement
in decision making regarding contraceptive use."

State's response to survey submitted by:

The Honorable Bill Clinton
Governor

State of Arkansas

- 132-

147



CALIFORNIA

DEMOGRAPHICS

Total female adolescent population by as

1978 1980 1982

10-14 894,197 884,900 886,900
15-19 1,030,900 1,053,900 996,800

15-17 602,400 604,200 541,800
18-19 428,500 449,700 455,000

Number of births to teenagers by age of mother

1978 1980 1982

Under 15 794 765 853
15-19 52,774 54,756 50,391
15-17 18,643 18,530 16,885
18-19 34,131 36,226 33,506

HEALTH INDICATORS

Infant mortality_rate by age of mother

1978 1980 1982

Under 15 22.64 20.86 28.24
15-19 16.05 14.62 12.59

18-19 N/A N/A 12.30

IMF for all biltbs, 1983: 9.7

Percentage of births to teenagers which are low birthweight

1978 1980 1902

10-14 20.0% 17.7% 16.4%
15-17 N/A N/A 8.3
18-19 N/A N/A 7.3

All low-birthweight births. 1983: 6.0%

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and parenting teenagers

Pregnancy and Parenting Adolescents
Maternal and Child Health
California Department of Health Services
714 P Street, Room 300
Sacremento, CA 95814

Contact person: Peggy Russo, Health Program Specialist II
Phone number: (916) 322-9250
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Other office* and agencies with responsibility for the following
activities for pregnant and parenting teenagers:

Preventive/Contraceptive Information and Services: Maternal and
Child Health Branch, California Dept. of Health Service* (NCH);
Office of Family Planning (OFP), California Dept. of Health Service*

Preventive/Abstinence Education: OFP, Department of Education (DOE)

Sex Education: OFP/DOE/NCH

Family Life Education: OFP/DOE/MCH

Maternal Health and Medical Care: MCH

Perinatal Medical Care: MCH

Infant/Child Health and Medical Care: MCH with Child Health and
Disability Program of Calif. Dept. of Health Service*

Educational and Vocational Assistance and/or Training: NCH

Adoption Services: Adoption Branch of Department of Social Service*

PROGRAMS AND RESOURCES

1. Maternity Home Care Pxcjram. Mandated by the Pregnancy Freedom
of Choice Act (Chapter 1190, Statutes of 1977), this State-funded
program provides maternity care and related service* for unwed
mothers under 21 years of age. This program is under the aegis of
the Adoptions Branch of the Department of Social Service* and is

administered under contract by seven, non-profit, licensed maternity
homes.

2. Teen Pregnancy and Parenting Project (TAPP). This city-wide,
inter-agency program in San Francisco provides a multi-track service
system, including continuous counseling, coordination with schools,
nutrition services, well-baby care, and more. 1,490 clients wore
served from October 1982 to September 1983.

STATEWIDE INITIATIVES AND RECENT POLICY crmms

California's Department of Health Services has an Adolescent
Pregnancy Task Force, which, in 1984, issued a position paper with
recommendations on improving services. The recommendations are now
part of Departmental policy on adolescent pregnancy and call for:

continued support of MCH-funded Adolesc-nt Pregnancy and
Parenting Programs by the Department of Health Services;
minimum standards for the organization and delivery of services
to pregnant and parenting adolescents zo be established in
statute; and
maximum utilization of existing resources through integration
and coordination among the Departments of Health Services,
Education, Social Services, and Developmental Services.
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In 1984, the California Office of Statewide Health Planning also
developed a "Minority Health Concerns Initiative," to address a
broad range of health issues for minority populations, especially
pregnant and parenting black adolescents.

On October 1, 1994, California started providing State-paid,
well-baby care, through the Child Health and Disability Prevention
(CHDP) Program, for all infants from low-income families (up to 200%
of poverty) .

In July 1985, under Executive Order, California began a statewide
Adolescent Family Life Program with priority for adolescent' 17
years of age and under. The focus of the new effort is "through
case management, to maximize use of existing resources to assure
that pregnant and parenting teens receive all appropriate services
in an integrated and timely manner.' In addition to the service
program, the initiative contains a separate statewide evaluation
component to develop a data base on the population and arises
outcomes.

ir_are's reeponse to survey submitted by:

Kenneth W. Kizer, M.D., M.P.H., Director
Department of Health Services, State Health and Welfare agency
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COLORADO

DEMOGRAPHICS

Total female adolescent population by age

1983

10-14 112,080
15-19 126,487

15-17 73,751
11-19 52,736

Number of births to teenagers by ..ge of mother

1983

15-19 7000

15-"/ 2500

18-19 4006

uwbcc ut 4.bortions to 'eeral ere by a e of mother

1983

15-19 3500

Marital status of parenting adolescents

1983

Total 15,000

Married 9'n0

Not married 600,

AGENCIES AND APARTMANTS

Lead agency respousibie for coordinating programa, policies, and
projects for pregnant and parenting teenagers

Office of Program Development
Colorado Department of Social Services
1575 Sherman Street, 11,_.om 606
Denver, CO 80203

Contact person: Brian Golden, Director of Program Development
Phone number7 (303) 866-3516

Cther offices &ha agencies with responsibility for the following
activities f .r pregnant and parenting teenagers:

Preventive/Contraceptie Irlormation and Services: State DepartmeAt
of Health (DOH)

Preventive/Abstinence Education: DOH

Sex Bducationt State Department of Education

Iami7y Life Education: Dept. of Higher Ecucation
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Maternal Health and Medical Cart: DOH

Perinatal Medical Care: DOH

Infant/Child Health and Medical Care: DOH

Educational and Vocational Assistance and/or Training: Govornar's
Job Training Office

Life Skills Development: Dept. of Higher Ed.

Adoption Services: Dept. of Social Services (DRS)

Child Cases DSS

Evaluation: Office of State Planning and Budgeting (OSPB)

New Program and Policy Development: OSPB

PROGRAMS AND RESOURCES

1. Work Incentive Program (WIN) Demonstration Grant. This federally
funded program is implemented primarily by the Department of Social
Services with the help of tther service agencies. The progr--:' is
aimed at moving adolescent parents who are public assistance
recipients into the work ftrce. Officially begun in Februarl 1985,
the program awaits Federal approval.

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

In the spring of 1984 the Task Force on Pregnant and Parenting
Teens, drawn from Social Services, Health, Education, Higher
Education, Labcr and Employment, Job Training and Partnership Act-
agencies, and representatives of the Governor's office, proposed to
Improve services and coordination.

"Human Service Integration" grant proposal was developed to
improve coordination, as was a WIN Demonstration Grant, to improve
so..2 -sufficiency among pregnant and parenting adolescents. Although
the "Human Service Integration" project failed to receive Federal
funding support this year, Colorado will begin the program with
Stan funding as soon as negotiations with localities are completed.

Colorado has compiled a State resource directory called "Town
Pregnancy/Parenting Services Guide." This lists public and private
zercices by county, and is available through the Colorado Deparcwent
of Social Services. It will be updated regularly so that available
services cft. become better known and utilized.

State's IOW., Je to survey submitted

The Honorable Pichard D. Lamm
Governor
State of Colorado
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CCtRUCCTICUT

DEMOGRAPHICS

Total female adolescent population by age

1978 1980 1983

10-14 130,500 125,701 114,190
15-19 142,800 142,108 133,050

15-17 N/A 86,310 N/A
18-19 N/A 55,798 N/A

Number of births to teenagers by age of mother

1978 1980 1982 1983

10-14 80 70 74 99
15-19 4338 4334 4278 3978

15-17 1545 1502 N/A 1366
18-19 2193 2832 N/A 2612

Number of abortions to teenagers by age of mother

1978 1980 )983

10-14 96 101 156
15-19 4066 4168 5265

15-17 1556 1537 2316
18-19 2510 2631 2949

HEALTH INDIC/TORS

Infant mortality rate by ac3 of mother

1982

Under 20 16.3

IMR for all births, 1983: 10.1

Percentage of births to %eenagers which are low birthweight

1978 1::" 1983

10-14 20.0% 12.2% 13.1%
15-17 12.3 12.7 12.7

18-19 10.0 9.2 9.7

All low-birthweight births, 1983: 6.4%

AGENCIES AND DEPARTMENTS

Lead dgency with responsibility for coordinating programs, policies,
and projects for pregnant and parenting teenagers:

None.

1 5 3
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STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

'984, the General Assembly c sated a Task Force on Education to
Prwvent Adolescent Pregnancy. The Task Force report, issued in
January 1985, contains the following legislative and policy
:ftcommendations:

Legislative proposals:

establish a Teenage Pregnancy Council, comprised of State
agency heads, directors of private service agencies and
legislators, to coordinate public and private resources in
this area:

-- continue the Task Force as an advisory body to the
interagency council:

- - institute a Brats Adolescent Pregnancy Prevention Grant to
provide an incer'ive for communities to coordinate their
services:

-- mandate K-12 family life education:
-- require community advisory councils for curriculum

development:
- - require in-service training for all family life education

teachers and establish a fund to subsidize localities for the
cost;

-- create and fund a position for family life education
consultant in each of the six regional educational service
centers;

-- appropriate funds to fill the State Department of Education
position of Health Education Consultant;

expand the existing school-based health clinics by providing
funding to a low full-time operation:

-- provide planning and development grants to establish two new
school-based health clinics, one urban and one rural:

-- adopt a limited "mature minor" statute that would allow a
minor to consent to pregnancy rrevention services without
parental consent;

-- fund the Department of Income Maintenance's FY 1985-86 budget

option to increase the Medical Assistance protected income
level to 133% of the AFDC standard to ensure that families

with medical expenses are better off working than on AFDC;
-- sponsor the AFDC and Wagner-Peyser model grant diversion

programs for subsidized job training. This program was
initially funded (but not implemented) I. .:+e FY 1984-85
Department of Income Maintenance budget:

Policy Recommendations:

-- institute training in Family Life Education issues as part co"!
all teacher preparation programs in Connecticut colleges and
universities:

-- amend the Public Health Code to change the way abortions are
reported:

-- begin planning efforts toward the creation and support of
programs patterned after the Boston Job Collaborative?
tack the total annual and per-case healt.1 cad support costs

associated with women who become pregnant or bear a child
duri..g their teens (The Department of Income Maintenance).
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The State Departments of Education, Health Services, Income
Maintenance, f man Resources, Children and Youth services, and Labor
administer a number of public programs related to teenage
pregnancy. These are described in the Task Force Report.

State's response to survey submitted bl:

Hugh M. Fritch, Analyst
Community Health Division, Department of Health Services
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DEMOGRAPHICS

Number of births to teenagers by age of mother

1978 1980 1982

10-14 37 31 42

15-19 1439 1514 1383

15-17 583 598 512

18-19 856 916 871

EDUCATIONAL INDICATORS

Number of ferale adolescents dropping out of school

1978 1982 1984

Under 20 969 1124 918

ECONOMIC INDICATORS

Number of pregnant and parenting adolescents receiving AFDC

1984

Under 20 1047

Unemployment rate among 16 to 19 year olds bysex

1970 1985

Male 2.9% 6.1%

Female 5.1 6.7

Projected rate.

ADOPTION AND FOSTER CARE

Number and percentage of adoptions of infants box.t to adolescents by

race of mother

1978 1980 1982 1984

Slack:
Number 5 5 2 1

Percent 54% 45% 29% 12.5%

White:
Number 7 6 5 7

Percent 54% 550 71% 87.5%

Others

Number 1 0 0 0

Percent 8% 0% 04 0%
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Percentage of infants born to adolescents placed in foster care by
race

1978 1980 1982 1984

Black 37% 33% 404 50%
White 63 33 40 50
Other 0 33 20 0

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and _parenting teenagers

Division of Public Health
Office of Adolescent Health

Department of Health and Social Services
Jesse Cooper Building
Dover, DE 19901

Contact person: Lucille Siegal, M.P.H., Director
Phone number: (302) 736-4785

Other offices and a encies with re nsibilit for the following
activities for pregnant and parenting teenagers:

Preventive/Contraceptive Information and Services: Family Planning
Program, Division of Public Health (DPH)

Maternal Health and Medical Care: DPH

Perinatal Medical Care: Wilmington Medical Center

Infant/Child Health and Medical Care: DPH

Adoption Services: Children's Bureau and Catholic Social Services

PROGRAMS AND RESOURCES

1. School-Based Adolescent Health Project. This project wil'
provide comprehensive, on -site health services, including medical,
educational, and counseling services for pregnant and parenting
adolescents, and services for at-risk adolescents. It is
administered by the Division of Public Health, Division of Public
Instruction, Wilmington Medical Center, and non-profit agencies. It
is awaiting Federal funding.

2. Delaware Adolescent Program, Inc. This is a privately funded
program.

Contact person: Cecily Harmon, Director
2114 Thatcher Street
Wilmington, DE 19802

Phone number: (302) 652-3445

3. Jobs Bill Demonstration Progam. A recently -cost feted
demons ration program for low-income adolescent parents who dropped
out of high school. It was administered by the Delaware Department
of Health and 8,-cial
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Contact person: Muriel Rusten

Director of the Division of Planning, Research, and
Evaluation

Department of Health and Social Services
New Castle, DE 19720

Phone number: (302) 421-6749

STATEwIDE INITIATIVES AND RECENT POLICY CHAJGES

In 1984 the Delaware House passed a bill (H.B. 561), that would have
"made eligible for Title XIX prenatal care services beginning in the
fourth month of pregnancy any person who would be eligible for AFDC
if they had a child.'

State's response to survey submitted by:

The Honorable Michael N. Castle
Governor
State of Deleware
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FLORIDA

DEMOGEAPHICS

Total female adolescent population by age

1984 (provisional)

10-14 323,493

15-19 433,643

Number of births to teenagers by age of mother

1978 1980 1984 (provisional)

10-14 665 646 624

15-19 22,187 23,639 22,725

15-17 8984 9005 8357

18-19 13,203 1463 14,368

Number of married parentir.; adolescents by age

1978 1980 1984 (provisional)

10-14 69 57 43

15-19 10,506 16,960 9850

15-17 3160 2877 2454

18-19 7346 8083 7396

Number of not married parenting adolescents by age

1978 1980 1984 (provisional)

10-14 581 571 592

15-19 11,414 12,396 12,769

15-17 5701 6002 5846

18-19 5713 6394 6293

ECONOMIC INDICATORS

Number of pregnant and parenting adolescents receiving AFDC

1978 1980 1982 1984

Under 20 5965 6373 6393 6964

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies and

projects for pregnant and parenting adolescents

Program, Planning and Development Office
Department of Health and Rehabilitative Services
1317 Witevood Blvd., Bldg. 1, Roam 227
Tallah , FL 32301

Contact person: Alicia C. Smith, Assistant Secretary
Phone number: (904) 487-1111
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Other offices and agencies with responsibility fox the following
activities for pregnant and parenting teenagers

Preventive/Contraceptive Information and Services: Health and
Rehabilitative Services/Health Program Office (HRS/HPO)

Preventive/Abstinence Education: HRS /HPO (Family Planning)

Family Life Education: Children, Youth and Families (CYF) Program
Office; HRS

Material Health and Medical Care: HRS/HPO (Maternal and Child
Health)

Educational and Vocational Assistance and/or Training: CYF Program
Office/HRS

Adoption Services: CYF Program Office/HRS

Child Care: CYF Program Officc/HRS

PROGRAMS AND RESOURCES

1. Teenage Pregnancy Program. The services of this program include
prevention-related presentations in high schools and specific
on-site services for pregnant teenagers. It receives State and
private funds, and is administered by the non-profit Children's Home
Society of Florida and the State Health and Rehabilitative Services
Office (HRS). There have been presentations to 4987 students; 341
teen mothers have been served. It began in 1976.

2. The Bridge. A multi-service teen center developed and sponsored
by Family Health Services (FHS), Inc. Implementation is carried out
by FHS and Health and Rehabilitative Services (HRS). The Bridge
provides a range of service: including fertility-related health
education, social services, clinic services, counseling, RAP
sessions, and recreational activities. The center receives Federal
and private funding. 75 teen mothers have visited the teen
maternity clinic since it began in June 1983.

3. Family Involvement of Title X Adolescent Clients Education
Program. These educational sessions for parents and teenagers
promote family communication and the involvement of families in the
sexual and parenting-related decisions teenagers make. It began in
July 1984, is administered by FHS and HRS, and receives Federal
TitleX funding.

4. Primary Pregnancy Prevention. This program is implemented by
the Broward County alumnae of Delta Sigma Theta, a public serlce
sorority, and HRS. It receives Federal funding. Begun in 1984,

they expect to renew their contract for FY 1985-86.

5. Adolescent Primary Pregnancy Prevention Learning Enrichment
Project. Implemented by the Dade County Alumnae Chapter of Delta
Sigma Theta, Inc. and HRS, this program receives State funding. It

began in February 1985.
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6. Preterm Birth Prevention Program. Aimed at reducing by h..lf the
number of low-birthweight babies in the State by 1989, the program
offers patients special counseling and education on preterit labor
signs and symptoms, good nutrition habits and copirj with stress.
Services are provided by county health units and maternal health
providers under the auspices of Health and Rehabilitative Services.
It began in January 1984.

STATEWIDE INITIATIVES AND WENT POLICY CHASM°

Florida was one of the nine states reporting a change in parental
involvement policies. The survey noted increased emphasis on
parental involvement pursuant to Federal Title X requ4rements.

State's response to survey submitted by:

Alicia Smith, Assistant Secretary for Program Planning
Department of Health and Rehabilitative Services
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GEORGIA

DEMOGRAPHICS

Total female adolescent population by age

1978 1980 1983

10-14 220,400 220,083 229,307
15-19 242,000 247,189 254,220

Number of births to teenagers by age of mother

10-14
15-19

15-17
18-19

Number of

1978 1980 1981 1982 1983

613 498 432
18,002 18,475 15,927
7553 7507 N/A

10,449 10,968 N/A

abortions by age of mother

440
N/A
N/A
N/A

446
A/A

6224
9703

1978 1?80 1981 1982 1983

10-14 494 388 328 373 378
15-19 8855 8516 N/A N/A 8526

15-17 3631 3410 N/A N/A 3606
18-19 5224 5114 N/A N/A 4920

bar of miscarriages by age of mother

1978 1980 1981 1982 1983

10-14 41 54 33 43 42
15-19 877 1035 N/A N/A 1023

15-17 378 413 N/A N/A 394
18-19 499 622 N/A N/A 629

HEALT3 INDICATORS

Infant mortality rate by age of mother

1982

10-14 15.9
15-17 17.E
18-19 14.7

INA for all births, 1983: 13.4
INA reported as per 1000 live births

Percentage of births to teenagers which are low birthweight

1979 1980 1982 1983

10-14 14.7% 16.5% 18.2% 14.6%
15-17 12.0 13.1 12.9 11.9
18-19 11.1 10.6 10.3 9.9

All low-birthwsight births, 1983: 8.4%
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Percentage of live births to adolescent women who received prenatal
care in the first trimester

Under 20

1979 1980 1982 1983

57.7% 54,8% 51.3% b3.2%

1983 rate for mothers, all ages: 75.2%

AGENCIES AND DEPARTMENTS

Lead responsible oordinating r licies and
projects for pregnant and parenting teenagers

Georgia Department of Human Resources
Famiay Health Services
Division of Public Health
878 Peachtree Street, 2nd Floor, Room 217
Atlanta, GA 30308

Contact person: Dr. Virginia Floyd, Director
Phone number: (404) 894-6622

Other offices and agencies with responsi'lility for the following
activities for pregnant and parenting a descents:

Preventive/Contraceptive Information and Services: Department of
Human Resources, Division of Public Health (DHR/DPH)

Preventive/Abstinence Education: Grady Teen Services Program and
DHR, DPH

Family Life Education: Individual local school systems

Maternal Health and Medical Care: DPH

Perinatal Medical Care: DPH

Infant/Child Health Medical Care: DPH

Educational and Vocational Assistance and/or Training: DHR -
Vocational Rehabilitation

Life Skills Development Training: DHR - Mental Health

Adoption Services: Office of Children and Youth, Department of
Family and Children's Services (DFACS)

Child Care: DFACS

Evaluation: DHR

New Programs and Policy Development: Office of Children and Youth-
DHR

163
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PROGRAMS AND RESOURCES

1. Maternal and Child Health (MCH) Jobs Bill Project. This
project, funded by 1983 MCH Block Grant Supplemental funds, was
composed of two programs; Teenage Peer Counseling, and Community
Health Outreach. The combined programs were designed to address
infant mortality and teenage pregnancy, and to halo ease an
unemployment problem within the State. The project was initiated
within the Division of Public Health, and the Family Health Services
Section of the Department of Human Resources in October 1983. It
expired in September 1984.

2. How to Say No. Funded by Title XX, this education project for
10 to 14 year olds focuses on recognizing and resisting sexual
pressure, developing communication skills. and recognizing the risk
of premature sexual activity and parenting.

Contact person: Marion Howard, Ph.D.

Grady Teen Services Program
Grady Memorial Hospital
80 Butler Street, S.E.
Atlanta, GA 30303

Phone number: (404) 588-4204

3. Bridging the Gap. A series of conferences for children and
parents on issues of adolescence (sexual health, drug abuse,
depression), and how to communicate and prevent problems.

Contact person: Robert A. Hatcher, M.D.
Department of OB-GYN

Emory University School of Medicine
69 Butler Street, S.E.
Atlanta, GA 30335

Phone number: (404) 589-3709

4. A Healthier Generation of Georgians. (See Statewide Initiatives)

Contact Person: Janes G. Ledbetter, Ph.D.
Commissioner
Georgia Department of Human Resources
47 trinity Avenue, S.W.
Atlant%, GA 30334-1202

STATEWIDE INITIAITVES AND RECENT POLICY CHANGES

The Georgia Department of Human Resources is addressing adolescent
pregnancy and parenting concerns through a statewide initiative, "A
Healthier Generation of Georgians.* In January 1985, as part of
this effort, the Depaitment identified reduction of adolescent
pregnancy as one of its major objectives. Toward that end, six
strategies have been proposed:

-- heighten awareness of the consequences and the

responsibilities of parenthood for both males and females,
and provide family living education to children early in
their lives;

-- increase the self-esteem of children and adolescents;
-- improve departmental and interdepart-ental coordination of

services;
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-- emphasize life opportunities (making children aware of what
is beyond their immediate families and/c: communities );
increase accessible and available family planning; and

-- increase opportunities for children to remain in school.

State's response to survey submitted by:

James G. Lestter, Ph.D., Commissioner
Depar .ent of Human Resou.ces
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HAWAII

DEMOGRAF ACS

Total female adolescent population by age

1978 1980 1982

10-14 40,429 36,411 37,419
15-19 39,705 40,773 40,410

15-17 N/A 24,310 N/A
18-19 N/A 16,163 N/A

Number of births to teenagers by age of mother

1978 1980 1982

10- 20 17 22

15-19 2070 2066 2010
15-17 583 558 526
18-19 1487 1508 1484

Number of abortions by age of mother

1978 1980 1982

10-14 32 41 38
15-19 1241 1352 1395

15-17 427 535 543
18-1 814 817 852

Number of miscarriages by age of motner

1978 1980 1982

10 -'4 3 3 1

15-19 162 188 158

15-17 49 48 46
18-19 113 140 112

HEALTH INDICATORS

Infant mortality rate by age of mk'her

1978 1980 1982 1983

10-14 ti 58.8 0 0

15-17 15.4 14.3 11.4 14.2
18-19 11 4 9.9 13.5 12.5

IMP, for all births, 1983: 9.4
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Fermenta of births to Leone ra which are low birthwei ht

1978 1980 1982 1983

10-14 10.0% 5.9% 9.1% 21.0%
15-17 10.1 10.9 10.3 10.6
18-19 10.0 10.3 10.6 9.2

All low -birthweight births, 1983s 7.0%

AGENCIES AND DEPARTMENTS

Lead agency responsible for coorlinating programs, policies, and
Projects for pregnant and rerenting teenagers

State Department of Health
Family Health Service Division
Maternal and Child Health Branch (MCHB)
741-A Sunset Avenue
Honolulu, HI 96816

Contact person: Dr. Henry M. chiho, MCHB Chief
Phone number: (808) 735-3056

Other offices and agencies with responsibility for the following
activities for pregnant and parenting adolescents

Preventive/Contraceptive Information and Services: Department of
Health - Maternal and Child Health Branch (DOH/MCHB)

Sex Education: Department of Education (DOE)

Family Life Edulatloh.

Maternal Health and Medical Care: DOH/MCHB

Perinatal Medical Care: DOH/MCHB

Infant/Child Health and Medical Care: DOH/MCHB

Zduza'ioszl and Vocational Assistance and/or Training: DOE

Adoption Services: Department of Social Services (DSS)

Child Cares DSS

PROGRAMS AND RESOURCES

1. Hawaii Adolescent Family Life Project. This five-year
demonstration project is under the aegis of the Department of
health's Maternal and Child Health Branch, and is funded through
Title XX. The intent of the project is to develop, 4plement and
evaluate case management systems for pregnant and parenting
adolescents, 13 to 17 years old, in three areas in the State.
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The focus of the project is on utilizing coarInity resources through
networking and coordination in a participatory process. At the end
of the five-year period, it is planned that each community will
assume total responsibility for the case management systems and
services will continue. The project is presently in its third year.

Contact person: Amy Fekunaga Brown
Project Coordinator
741-A Sunset Avenue
. lonolulu, HI 96816

Phone number: (808) 732-7332

2. Kapiolani Teen Project. This program, under the Kapiolani
Women's and Children's Medical Center, evolved out of a three-year
demonstzation project funded under Title X. The major focus of this
program is intervention and the prevention of second pregnancies
among adolescents. A group of trained, teen advocates who have
experienced teen pregnancy and parenthood play a major role.

Contact person: Jane Hale, Coordinator
Kapiolani Teen Project
Kapiolani Women's and
Children's Medical Center
1319 Punahou Street, Room 838
Honolulu, HI 96826

Phone number: (808) 947-8642

State's response to survey submitted by

The Honorable George R. Ariyoshi
Governor
State of Hawaii
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DEMOGRAPHICS

Number of births to teenagers by age of mother

1978 1979 1980 1981 1982

14-17 922 874 815 736 751

Numler of abortions by age of mother

Average
1979-1981

15-17 304

Percentage of not married female adolelarltjemn2LImme.

1980

Loder 20 27.5%

HEALTH INDICATORS

Percpntace of births to teenagers which are low birthweight

Average
1969-1982

14-17 9.0%

All low-birthweight births, 19831 5.6%

Percentage of live births to adolescent women who recieved prenatal
care in the first trimester

Average
1968-1982

15-17 51.1%

1983 rate for mothers, all ages: 75.7e

PROGRAMS AND RESOURCES

1. Idaho Teenage Pregnancy Task Force. (See Statewide Ini latives.)

Contact Persons Dick Schultz, Director

State Health Planning and Development Agency
Department of Health and Welfare
Statehouse
Boise, ID 83720
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STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

In .,984, the Idaho Department of Health and Welfare created The
Idaho Teenage Pregnancy Task Force under the State Health Planning
and Development Agency. The Task Force report, "Teen Pregnancy in
Idaho," recamends that th. State develop an information packet
containing data on teenage pregnancy, an inventory of service
resources, and sources of program funds available to the community
for teenage pregnancy. This information will be provided to
localities for use in a Community Awareness Program on teenage
sexuality and pregnancy, to be estabished in each region of the
State by 1987.

State's response to survey submitted by:

Dick Schultz, Director
State Health Planning and Development Agency
Department of Health and Welfare
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ILLINOIS

DEMOGRAPHICS

Total female adolescent population by age

1978 1980 1982

10-14 472,935 449,963 428,700
15-19 532,817 523,270 482,500

Number of births to teenagers by age of mother

1978 1980 1982 1983

10-14 587 609 553 516
15-19 28,047 29,174 25,013 28,832

15-17 10,919 10,721 9339 8830
18-19 17,128 1°,453 15,674 15,002

HUmber of abortions by age of mother

1978 1980 1982

10-14 386 307 318
15-19 14,581 13,756 12,879

15-17 5089 4879 4619
18-19 9492 8877 8260

Nuabar of miscarriages by age of mother

1978 1980 1982

10-14 156 159 142

15-19 7068 '210 6291
15-17 2693 2632 2330
18-19 4375 4578 3961

HEALTH INDICATORS

Infant mortality rate by age of mother

1978 1980 1982

10-14 46.0 41.1 25.3
15-17 21.6 21.5 21.5
18-19 10.6 18.3 17.4

TMR for all births, 1983: 12.4

Percentage of births to teenagers which are low birthweight

1978 1980 1982 1983

10-14 12.41 16.6% 16.1% 15.3%
15-17 11.4 11.0 11.4 11.3
18-19 9.9 9.3 9.3 9.9

All low-birthweAght births, 1983: 7.2%
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Percentage of live births to adolescent women who received prenatal
care in the first trimester

Under 20

1978 1980 1982 1983

53.0% 54.8% 53.8% 53.7%

1983 rate for mothers, all ages: 77.8%

EDUCATIONAL INDICATORS

Number of female adolescents dropping out of school

1978 1980 1982 1983

Under 20 17,969 16,078 12,048 12,202

ECONOMIC INDICATORS

Number of pregnant and parenting adolescents receiving AFDC

1982 1983 1984

Under 20 15,064 14,957 16,755

Adolescent unemployment rate

1982 1983 19841978 1980

Under 20 15.0% 19.3% 23.3% 23.5% 22.2%

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating prog...ma, policies, and
projects for pregnant and parenting teenagers

Illinois Department of Public Health, Office of Health Services
Family Health Department
535 W. Jefferson Street
Springfield, IL 62761

Contact person: Ms. Linda Miller, Program Coordinator, Parents Too Soon
Phone number: (217) 782-5945

Other offices and agencies with responsibility for the following
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services: Department of Public
Health (DPH)

Preventive/Abstinence Education: DPH

Sex Education: DPH

Family Life Education: DPH

Maternal Health and Medical Care: DPH
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Perinatal Medical Cars: VPH

Infant/Child Health and Medical Cares DPH

Educational and Vocational Assistance and/or Training: DPH

Life Skills Development Training: DPH

Adoption Services: Department of Children and Family Services, DPH

Child Care: Department of Children and Family Services, DPH

PROGRAMS AND RESOURCES

1. Parents Too Soon. (See Statewide Initiatives)

Contact person: Linda P. Miller, Coordinator
535 West Jefferson Street
Springfield, IL 62761

Phone number: (217) 782-5945

STATEWIDE INITIATIVE:- AND RECENT POLICY CHANGES

In 1983, Illinois began "Parents Too Soon" as a statewide initiative to
help prevent teen pregnancy and assist pregnant and parenting
adolescents. The goals are: 1) to reduce the incidence of unintended
teen pregnancy; 2) to reduce the health risks associated with adolesemnt
childbearing with an emphasis on infaut mortality reduction) and 3) to
assist teenagers to adapt to the responsibilities of parenthood. (Sim
Attachment, "Parents Too Soon")

"Parents Too Soon" has coordinated and targeted a variety of services to
girls and boys under age 21. These services, provided through contracts
with more than 100 local agencies, include family planning, day care,
vocational training, assistance in finishing high school, drug and/or
alcohol counseling, he visitors, advocacy, and other support
services. Since the inception of the program in 1983 the State has
targeted more than $12 million of Federal support for the initiative,
and in the first years of direct services more than 21,000 young people
were served.

This initiative was generated by a legislatively mandated statewide task
force on adolescent parent support services formed in 1980. The task
force developed a comprehensive plan, including dozens of specific
recommendations. In 1981, the Governor and the Department of Children
and Family Services created the Ounce of Prevention Fund, to support
primary prevention services to high-risk families.

`Parents Too Soon" began with funding contained in the 1983 Federal
Emergency Jobs Bill. The initiative includes eleven State human
services agencies and a cabinet comprised of the agencies' directors.

In addition to this aajor State initiative, Illinois reported two recent
policy changes. In 1983, a Child Support Law was enacted, and in
January 1985, the State created an adoption registry which allows

adoptive and biological parents, with mutual consent, to exchange
information.
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State's response to survey submitted LL:

Thomas B. Kirkpatrick, Jr., Director
Department of Public Health
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INDIANA

UNOGRAFHICs

Total female adolescent population by age

1970 1980 1983

10-14 236,800 222,501 219,100
15-19 266,200 262,939 234,900

15-17 159,800 152,979 N/A
16-19 106,400 109,960 N/A

Number of WA-the to teenagers by age of mother

1970 1980 1983

10-14 251 217 190
15-19 15,173 15,106 12,133

15-17 5604 5364 4204
13-19 9569 9742 7929

SLmber of abortions by age of mother

1970 1980 1983

10-14 117 159 149
15-19 2903 5024 3617

15-17 N/A N/A 1273
18-19 N/A N/A 2344

HEALTH INDICATORS

Percentage of births to teenagers which are low birthweight

1980 1982 1983

10-14 11.15 14.65 16.95
15-17 7.7 8.8 16.9
18 -19 7.2 N/A N/A

All low-birthweight births, 1983: 6,3%

EDUCATIONAL INDICATORS

Number of female adolescents dropping out of school

1982 1983

Under 20 9659 9682

Number of female adolescents dropping out of wchool due to pregnancy...or
chili care responsibilities

1982 1983

Under 20 801 793
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ECONOMIC INDICATC

Number of pregnant and parenting adolescents receiving AFDC

1985

Under 20 6000

Adolescent unemployment rate

1978 1980 1982 1983

Vnder 20 17.3% 21.8% 24.8% 23.5%

omens AND AGENCIES

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and parenting teenagers

None.

Other offices and agencies with responsibility for the followin2
activities for pregnant and parenting adolescents:

Preventive contraceptive Information and Services: Indiana Family
Health Council

Sex Education: State Board of Health, Division of ftalth Education
(88H/DHE)

Family Life Education: SBH, DHE

Maternal and Medical Care: SBH, Division of Maternal and T.hild Health
(DMCH)

Perinatal Medical Care: SBH, DMCH

Infant /child Health and Medical Cares SBH, INCH

Educational and Vocational Assistance and/or Training: Indiana Office
of Occupational Development through administration of Job Training
Partnership Youth Programs

PROGRAMS AND RESOURCES

1. Job Training Partnership Act Programs. Begun on November 1, 1983.
these federally funded programs are implemented by the Indiana Office of
Occupational Development, the Indians Department of Employment security,
and the State Board of Vocational Education. The programs operate
through schools, community organisations, and public assistance agencies.

2. Youth Forum. Begun in March 1985, this federally funded program is
implemented by the Office of Occupational Development.

3. Roosevelt Adolescent Health. This program, in its fourth year of
operation, is administered by the State Hoard of Health - MCH, and Gary
Community Schools. The program is school-based, and receives Federal
MICH funds.
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4. Project Adolescent Health. Begun in FY84, this federally funded
program is implemented by the Indiana University of Medicine, Riley
Hospital for Children, and the State Board of Health.

5. Expectant Teen Outreach. Operating out of a community-based, social
service agency, this program is administered by the Children's Bureau in
Indianapolis, and the State Board of Health.

6. Adolescent Maternal Support. Operating out of a community mental
health center, this program is implemented by the Dunn Mental Health
Center and tne State Board of Health.

7. School Health Outreach Project. A school-based clinic in the
developmental phase that is administered by Methodist Hospital in
Indianapolis, Indianapolis public schools, and the State Board of Health.

8. Helping Your Baby Grow. Implemented by United Health, this program
is community based. Services offered include infant stimulation,
parenting education and support services for high-risk young mothers.
Begun in March 1985.

9. Adolescent Health clinics. These clinics, in neighborhood health
settings and two school settings, are implemented by the Marion County
Health department and funded by the Robert Wood Johnson Foundation.

10. The Caylor-Nickel Hospital/Clinic. This is a special adolescent
medical section with specific adolescent cl nice.

11. The Children's Bureau of Indianapolis, Inc. proposes the
establishment of a pilot program for black expectant parents, ages 12 to
18, and their families in Marion County.

Contact: Homes for Black Children
3131 East 38th Street
Indianapolis, IN

12. Youth Job Preparedness Programs, .:nc. This non-profit organization
is funded through the Lilly Endowment and the Presbyterian Church. It
provides services to youths 14 to 16, of whom about 10 percent are
pregnant or parenting. In addition to employment services, the program
staff provides extensive counseling and referrals for problems
associated with pregnancy.

Contact: Youth Job Preparedness Pzograms, Inc.
445 North State Street
Indianapolis, IN 46204

Phone number: (317) 634-1414

13. Youth 4orks, Inc. This non-profit group is funded throngl, the
Lilly Endowment and contributions from local busin-_sees. It provides
employment services to youths 16 to 21, of whom a' lut 50 percent are
parents.

In 1984, employment was secured for 500 youths.

Contact: Youth Works, Inc
229 North Delaware
Indianapolis, IN 46204

Phone number: (317) 923-1576
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14. Indianapolis Alliance for JOJS. Through Job Training Partnership
Act funds, Marion County Service Delivery Area conducted a pilot program
in conjunction with the Welfare Department to provide employment and
training services to welfare mothers. The program was open to youths
and adults. Many of the participants were adolescent parents. Data on
the program can be obtained from the Indianapolis Alliance for Jobs.

Contact: Indianapolis Alliance for Jobs
32 East Washington Street
Indianapolis, IN 46204

Phone number: (317) 639-4441

15. YWCA. Using YWCA funds, this program is designed to provide
parenting skills and support to teen parents. Improving education
levels, awareness of other services available, calf-improvement
sessions, goal setting, and employment are some of the components. The
program was initiatied in September 1984, and has served over 80
individuals to date.

Contact:

Phone number:

YWCA
4460 North Guion Road
Indianapolis, IN 46204
(317) 299-2730

16. 70,001 - Three Indiana programa Located in three cities, these
programs are supported by Federal funds and, in part, from the United
Way. Specifically for youths, the Indianapolis program is currently
providing pre-employment training and job placement assistance to
approximately 200 youths. It is estimated that 70 to 75 percent are
adolescent parents.

Contact parson:

Phone ma:Aer:

Rosalie Holly
11 South Meridian
Suite 400
Indianapolis, IN 46204
(317) 633-700u

17. A& 1:acent Pregnancy Prevention Training (APPT) Project. This
si 1 serve as a catalyst in mobilizing community support through

t'e provisi3n of :raining and technical assistance to selected community
leap rs. These ltalers will then facilitate the development of local
plmention approachos within their counties. Coordinated approaches to
the Areventio- of adolescent pregnancy have not been established in most
communities. Therefore, APPT is now in the process of contacting
health, mental health, education, social work, religious and business
leaders in the 20 target counties to learn more about eaisting services
and efforts to address adolescent pregnancy prevention. APPT is funded
by the Di,ision of Maternal and Child Health, State Board of Health.
Project APPT began operation in May 1984 and was funded through March
1985.

Contact persons: Theresa L. Roberts, Coordinator
Judith Kline, Consultant
Adolescent Pregnancy Prevention Training Project
Indiana Department of Education
Pupil A:Avow:el Services
Room 229, &tate House
Indianapolis, IN 4620.

Phone number: (317) 927-0396 or 927-0431
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State's response to survey submitted by:

The Honorable Robert D. Orr
Governor
State of Indiana
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IOWA

DEMOGRAPHICS

Total female adolescent porulation by age

1980

10-14 112,857
15-11 137,445
15-t7 78,943
18-19 58,502

Number of births to teenage- by age of mother

1978 1980 1982

10-14 59 53 45
15-19 5860 5905 4722

15-17 1878 1756 1484

18-19 3982 4149 3338

Number of miscarriages by age of mother

1978 1960 1982

10-14 1 1 2

15-19 64 54 42

15-17 22 20 14

18-19 44 34 28

HEALTH IlTDICATORS

Percentage of births to teenagers wh,ch are low birthweight

1978 1980 1982

10-14 16.0% 6.7%

TS-19 7.6 8.3 5.8

All low-birthweight births, 1983: 5.0%

AGENCIES AND DEPARTMENTS

Lead r responsible !or coordinatin_g_programs,_elicies,and
projects .1r pregnant and parenting teenagers

Family/Adolescent Health
Iowa State Department of Heal,h
Lucas State Offi.1 3uitding
Des Moines, IA 50319

Contact person: Carolyn S. Adams, MPA, Director
Phone number: (515) 281-',283
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Other offices and agencies with responsibility for the following
activities for pregnant and Parenting adolescents:

Preventive /Contraceptive Information and Services: State Department of
Health (SOH). Family/Adolescent Health

Sex Education: Department of Public Instruction (DPI)

Family Life Education: DPI

Maternal Health and Medical Care: SDH, Maternal Child Health (MCH)

Perinatal Medical Care: SDH, MCH

Infant/Child Health and Medical Care: SDH

Fducati'nal and Vocational Assistance and/0r Trailing: DPI

Life Skills Development Training: DPI

Adoption Services: Department of Human services (DHS)

Child Care: DHS

New Programs and Policy Development: SDH, Family/Adolescent Health

PROGRAMS AND RESOUMES

1. Parent Seminars The Iowa State Department of Health contracts with
the Iowa State PTA and the March of Dimes, to coniuct parent seminars
around the State to increase parent/child communication and thereby
parental involvement. This is a federally funded project, complemented
by PTA/MOD volunteers. The project began July 1, 1984.

State's response to survey submit i b::

Carolyn S. Adams, M.P.A. . Director

Family/Adolescent Health Programs, Health Department
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KANSAS

DEMOGRAPHICS

Total female adolescent population by age

1980

10-14 85,693
15-19 106,237

15-17 50,606
18-19 45,631

Number of births .o teenagers by age of mother

1978 1980 183

10-14 72 59 49
15-19 5747 6025 4966

15-17 1943 1840 N/A
18-19 3804 4185 N/A

Estimated number of births to teenagers

1985 1990 1995

Under 20 4750 4250 5000

Number of abOrticns by age of mother

1978 1980 1983

10-14 51 61 47
15-19 2127 2485 1664

15-17 967 1038 634
18-19 1160 1447 1030

Number of rot married parenting adolescents by age

1978 19:0 1983

10-14 64 55 45

15-19 1978 2234 2076

REAMS INDICATORS

Infant mortality rate by age of mother*

Average .

1A0-81-82

10-14 19.2

18-19 11.7

IMR cats or all oirths, 1983: 10.3
IMR reported as per 1000 live births
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Percentage of births to teenagers which are low birthweight

1978 1980 1982 1983

10-14 13.9% 15.3% 11.5% 12.2%
18-19 9.0 7.7 8.3 8.3

All low-birthweight births, 1983: 6.1%

Percentage of live births to adolescent women who received prenatal care
in the first trimester

Average
1980-81-82

Under 20 70.0%

1983 rate for mothers, all ages: 81.21

EMICATIONAL INDICATORS

Number of female adolescents dropping out of school

1978 1980 1982

Under 20 3852 3063 2257

ECONOMIC INDICATORS

Adolescent unemployment rate

1983

Under 20 10.6%

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and parenting teenagers

Kansas Department of Health and Environment
Division of Health
Forbes Field, Building 74U
Topeka, KS 66620

Contact person: Patiicia R. Schloesser, M.D., Medical Director,
Maternal and Child Health Program

Phone number: (913) 862-9360

Other offices and agencies with rmsponsibility for the following
activities for pregnant and parenting adolescents:

Preventive/Contracep,ive Information and Services: Kansas Departs.ent of
Health and Environment (KDHS)

Preventiv /Abstinance Education: KDHE

Sex Education: :.381 and Department of Education (DOS)
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Family Life Education: KDHE and DOE

Maternal Health and Medical Care: KDHE and Department of Social and
Rehabilitation Services (SRS)

Perinatal Medical Care: XDHE and SRS

Infant/Child Health and Medical Care: XDHE and SRS

Educational and Vocational Assistance and/or Training: Department of
Human Resources, ..RS, and DOE

Life Skills Development Training: DOE and SRS

Adoption Services: SRS

Child Care: XDHE and SRS

nation: XDHE

New Programs and Policies: XDHE

PROGRAMS AND RESOURCES

1. Maternal and Infant Care Programs. These federally and privately
funded programs were initiated by the Kansas Department of Health -Id
Environment in 1976. Projects are currently located in ten count.as.
The program emphasizes improving the pregnancy outcome for mother and
infant, promoting efforts toward primary prevention of infant mortality,
and piiventing child abuse and neglect. The Maternal and Infant Care
Programs provide physician anCor nursing prenatal and postpartum

supervision, nutritional assessment, social-work services, parenting
education and follow-up.

Contact person: Rita Kay Ryan, R.N., M.N., Ph.D.
Kansas Department of Health and Environment
Bureau of Family Health
Forbes field
Topeka, KS 66620

Phone number: (913) 862-9360

2. Black Family Preservation Project. This federally and privately
funded program is administered by the Kansas Children's Service League.
The goal of this project is to help preserve and strengthen black
families by decreasing the incidence of pregnancy among young, single,
black women. The planning for this project began in September 1984.
The first year of funding is for 1985.

Contact person: Janice Green
Black Family Preservation Project
Kansas Children's Service League
710 Minnesota Avenue
Kansas City, KS 66101

Phone number: (912) 621 2014

3. Adolescent Family Life. 'he Lyon County -. Emporia City Health
Department received Federal funding in October 1982, for an Adolescent
Family Life Project containing both prevention and care components.
Services include healt14 care an education, parenting training,
counseling, follow-up and support at all stages.
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Contact person: Eileen Greischar, R.N.
Lyon County Health Department
802 mechanic
Emporia, ES 66801

Phone number: (,16) 342-4864

State's response to survey submitted by:

Robert C. Harder, Secretory
State Department of Social and Rehab-iitation Services
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DEMOGRAPHICS

Total female adolescent population by age

1977 1979 1982

10-14 148,541 143,928 148,627

15-19 160,130 157,889 171,793

15-17 96,233 94,377 101,496
18-19 63,897 63,512 72,297

Number of births to teenagers by age of mother

1978 1980 1983

10-14 263 221 181

15-19 12,267 12,628 10,144

15-17 5071 4854 3725

18-19 7196 777' 6419

HEALTH INDICATORS

Percentage of births to teenagers which ace low birthweight

1978 1980 1982 7.983

10-14 13.7% 14.5% 16,7% 13.8%

15-17 8.9 8,9 9.5 9.5

18-19 8.5 8.8 8.1 7.9

All low-birthweight birth., 1983: 6.9%

Percentage of live births to adolescent wom.n who received prenttel care
in the first trimester

1978 1980 1982 1983

Under 20 48.7% 52.2% 55.6% 55.4%

1982 rate for mothers, all ages: 75.0%

AGENCIES AND 9EPARTMENTS

Lead asmnely_rionsibl. for coordinating programa, policies, and
f.c

Cabiret for Human Sesour;:s
Office of the 3scretary
275 East Main Street
Frankfort, KY 40621

Contact person: E. Austin, Jr,,, Secretary

Phone number: (502, 564-7130
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Other offices and agencies with responsibility for he L ins
activities:

Preventive/Contraceptive Information and Services: Department for
Health Serf ices (DHS)

Preventive/Abstinence Education: OHS

Sex Education: Department of EaucPtion (DOE)

Family Life Education: DOE

Maternal Kealth and Medical Cara: OHS

Perinatal Medical Care: DHS

Infant/Child Health and Medical Care: OHS

Educational and Vocational Assistance and/or Training: DOE

Life Skills Development Training: DOE

Adoption Servic : Department for Social Services (DSS)

Child Care: DSS

PROGRAMS AND RESOURCES

1. Teenage Parent Program. This program, based in the Louisville area,
provides educational, counseling and health services to pregnant
adolescents. The program has approximately 130 clients.

Contact person: Ms. Leslie Lawson
Louisville Area Family Planning Program
Louisville-Jeffer.on County Health Department
400 East Gray Street
P.O. Box 1704
Louisville, KY 40201

2. Teenage Life Choices. This program, based in the Louisville area
and funded under Title X Special Project Funds, teaches decision - making
skills to teenagers aged 10 to 15. The program serves approximately 50
adolescents.

Contact person: Ms. Joyce Rayzer, Director
Office of Health Affai.'s
City of Louisville
Public Health and Safety Cabinet
102 City Hall
Louisville, KY 40202

Phone number: (502) 587-3271

3. Young Adults Program. This program is run by the Lexington-Fayette
County eeth Department and serves teachers and students in seven
surrounding counties as well. The program, based ih the school' and in
the community (churches, PTA and PTO, service clubs) teaches skill' to
prepare patents to provide support to their children. In FY 1984, more
than 2,500 individuals participated in the program's activities.
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Contact person:

Phone number:

Ms. Donna Lesley- Jordan
Young Adults Program
Lexington-Fayette County Health Department
650 Newton Pike
Lexington, KY 40508
(606) 252-2371

4. Adolescent Pregnancy Project. This program, funded through Title X
Special Project Funds, aims to reduce infant mortality and teenage
pregnancies through the development ana implementation of an educational
program for teachers in the .ake Cumberland District.

Contact person: Mr. Claude Tiller
Lake Cumberland District Health Department
500 Bourne Avenue
Some -set, KY 42501

Phone number: (606) 679-4417

5. Family Life Education in Southeastern Kentucky. This program of the
Kentucky River District Health Department (Hazard, KY), trains teachers,
and is developing a library of audio-visual resources in the area of
family life education. Eleven school syst.._ are involved in the
program which is funded through a Title X Special Project Grant, and is
administered in cooperation with Eastern Kentucky University in Richmond.

Contact person: Mr. Steve Henthorn
Kentucky River District Health Department
825 High Street
Hazard, KY 41701

Phone number: (606) 439-2361

STATEWIDE INITIATIVES AND lECENT POLICY CHANGES

In 1980, the Kentucky Board of Education issued a policy concerning
adolescent parenthood, stating:

The State Board for Elementary and Secondary Education to)ieves
these young people (teenage parents) should have an opportunity to
continue their education and to receive special help in meeting
their family responsibilities. The Board supports a program fo,.
these young people which will encourage them to become
self-supportive citizens.

The compulsory school at (dance law, Km 759,01a, was amended by the
1981; General Assembly and affects married females and unmarried pregnant
females under the age of 16.

State's response to eurvaysubmitted by:

C. Hernandez, M.D., M.P.H., Commissionmr
Cabinet for Human Resources, Department for Health Smrvices
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LOUISIANA

DEMOGRAPHICS

Total estimated female adolescert population by age

1978 1980 1983

10-14 187,000 182,873 176,000
15-19 214,000 212,383 200,000

15-17 125,0P0 124,096 117,000
18-19 89,0C9 88,287 83,000

Number of births to teenagers by age of mother

1978 1980 1983

10-14 408 365 357
15-19 15,8b8 16,127 14,814

15-17 6573 6150 5552
18-19 9295 9977 9262

Estimated number of births to tcenagerc

1985 1990 1995

Under 20 14,368 12,835 13,642

Number of abortions by age of mother

1978 1980 1983

10-14 165 174 202
15-19 3150 4330 4146

15-17 1206 1681 1330
18-19 1944 2649 2816

Number of miscarriages by age of mother

1978 ISso 1983

10-14 100 90 90
15-19 J490 3660 3370
15-17 1440 1400 1240
18-19 2050 2260 2130

HEALTH INDICATORS

Infant mortality rate by age of mother*

1978 1980

10-14 41.7 24,7
15-17 25,0 18.9
18-19 19.0 15.3

LMR for all births, 1983: 13.5
IMR reported as per 1000 live births; numerators Jnluds only those
infaut deaths which could be matched to birth certificates (85-95%).
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Percentage of births to teenagers which are low birthweight

1978 1980 1982 1983

10-14 16.0% 14.6% 15.84 20.4%
15-17 11.9 12.6 11.7 12.8
18-19 10.5 10.8 10.2 10.5

All low-birthweight births, 1983: 8.6%

Percents e of live births to adolescont women who received rental care
in the first trimester

1978 1980 1982 1983

Under 20 50.04 62.74 61.24 62.74

1923 rate for mothers, all ages: 78.3%

EDUCATIONAL INDICATORS

Number of female adolescents dropping out of school

1982 1983-84

Under 20 4S/7 5300 (approximately)

Num; r of female adolescents dropping_out of school due to pregnancy
or child care responsibilities

1982 1983-84

Under 20 384 328

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordiL-ting programs, policies, and
projects for pregnant and parenting teenagers

Department oC Health and Hume:. Resources
Office of Preventive and Public Health dervices
P.O. Sox 60630

New Orleans, LA 70160

Contact person: Daneta Daniel Sardsley, Ed.D, Assistant Secretary
Phone number: (504) 568-5050

Other offices and agonies with responsibility for the following
activities forpregnent and parentinc adolescents:

Preveltive/Contraceptive Information and Services: Department of Health
and Human Resources, Office of Preventive and Public Health Services
(D4IHR/OPPHS)

Preventive/Abstinence Education: Department of Education, DHHR/OkkdS -
Family Planning

Sex Education: DHHR
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Family Life Education: DP411

Maternal Health and Medical Care: DHHR

Perinatal Medical Care: DHHR

Infant/Child Health and Medical Care: DHHR

Educational and Vocational Assistance and/or Training: Department of
Education

Life Skills Development Training: DHHR - Division of Women

Adoption Services: DHRR - Office of Human Development

Child Care: LoJislana Association for Education of Young Children (not
a public agency)

Evaluation: DHHR - Policy Planning and Evaluation

New Programs and Policy Development: DHHR - Policy Planning
and Evaluation

PROGRAMS AND RESOURCES

1. Coalition for the Promotion of Healthy Families. This federally
funded project, begun on December 1, 1983, is implemented primarily by
the Department of Health and Human Resources (DHHR), Family Planning
Program and Teen Program Services, with the help of a steering committee
that includes 17 other organizations/agencies. The objectives of the
first year were to develop a plan of action and identify members of the
community to participate on the Board/Organizational Steering Coalition.

Contact person: Sandra L. Robinson, M.D., M.P.H.
Secretary-State Health Officer
Department of Health and Human Resources

Phone number: (504) 568-5937

2. The Ouachita Committee for the Enhancement of Family L;fe. This
project, begun on December 12, 1982, is organized to involve the
community and families of Monroe, LA. It is administered by the DHHR
and the OPPHS along with eight other agencies.

3. Volunteer Program. This is a privately funded program that depends
on the community for services and support. The DHHR, OPPHS - Family
Planning, and Ouachita's Committee for the Enhancement of Family Life
purchased evaluation materials to be used by the volunteer
organization. This program began on November 1, 1983.

4. Orleans Parish School Board Adolescent Pregnancy Task Force. Funded
by the Charles Stewart Mott Foundation, this project is administered by
the school board, and is directed to the local public schools of the
Orleans Parish. It began in September 1984.

5. Family Crisis - Personal Consequences. After administering this
project in five schools in 1983, Family Services of Greater New Orleans,
and Orleans Parish School System - German Protestant Orphan Asylum
Foundation will repeat the project in New Orleans public schools,
beginning in March 1985. The project is privately funded.
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6. Northwest Louisiana Adolescent Family Life Project. This initiative

networks with community organizations which promote healthy parenting
skills and family involvement. Funding is provided exclusively by the

DHHR and the Federal Office of Adolescent Pregnancy Programs. This

project is implemented by the DHHR. It began in November 1982.

Contact person:

Phone number:

Sandy Cahn, M.A.
1525 Fairfield, Room 569
Shreveport, LA 71130
(318) 226-7483

7. Improved Pregnancy Outcome Project. Operating out of public
hospitals and health units, this project was funded by the Federal

government. The Office of Health Services and Environmental Quality,
Office of Hospitals, and the Charity Hospital of New Orleans
administered this project that was launched in 1977 and completed in

1984.

8. Adolescent Mothers Initiative Program. In its fifth year of
operation, this orogram was designed to serve pregnaat and parenting
teens, reduce the number of repeat and unplanned pregnancies, promote
self - ,sufficiency, and provide parenting skills and maternal and child

health education. The program is administered by the National Council
of Negro Women, Inc. and the National Council of Negro Women of Greater
New Orleans, and receives Federal and private monies. The initiative is

directed at schools, and city health clinics.

Contact person: Same B. Braman, EXecutive Director
National Council of Negro Women of Greater New Orleans
2706 South Claiborne Avenue

New Orleans, LA 70125

Phone number: (504) 897-3744

9 Reality Awareness Program for Pregnancy Prevention at the Teen

Enlightenment Center. This State-funded program is in its third year of

operation. Sponsored by the National Council of Negro Women of Greater
New Orleans, this program is aimed at non-pregnant, in-school
teenagers. It is an informational, counseling and referral program that
assists parents in communicati..g with their teens. Its ultimate goal is

to reduce the incidence of teen pregnancy furl promo!! good health among

the teen population.

10. Teen Parent Center. This newly established teen center, begun in
February 1983, provides services for parents, Pregnant teem, and
families 18 and younger. The Division of Women's Services implements

this federally funded project. Services include individual and group
counseling, a GED program, child care, employment training and
placement, parenting workshops and life development cl . The center

has served more than 450 adolescent women in two years.

11. Teen Raps. This program provides group education to teenagers who

request inforz.tion. Teens art able to ventilate with other teens and
with a professional who has expertise in teen group dynamics, sexual
decision skills and non-judgemental problem solving techniques. The rap

sessions are part of the Louisiana Family Planning Program. The number

of rap sessions have been significantly reduced becauso of earlier

layoffs of public health e,:ucators.
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STATEWIDE INITIATIVES AND RECENT POLICY CHANGLS

Louisiana noted that there had been changes in four policy areas;
provision of contraceptive information, sax education, maternal health
and medical care. In the area of maternal health, the State noted that
its Adolescent Pregnancy Project was discontinued under the NCB Block
Grant. In addition, sex education policy, adopted under Louisiana's
1979 Act 480. the 'Local Cption for Sex Education Act" provides that,

any public elementary school may, but is not required to, offer
instruction detignated as 'sex education,' provided such instruction
is integrated -rto an existing course of study such as biology.
science, physical hygiene, or physical education. Whether or not
such instruction in such matter is offered and at what grade level
it is to be offered shall be at thi. cption of each public local or
parish school boera, provided that no such instruction shall be
offered in kindergartern or in grades one through six.

In addition, the law states that proposed programs be reviewed and
approved by local school boards and a parental review committee, and
that programs offering sex education instruction cannot be funded with
Federal funds.

State's response to survey submitted by:

The Honorable Edwin W. Edwards
Governor
State of Louisiana
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DEMOGRAPHICS

Total female adolescent population by age

1978 1980 1983.

10-14 46,804 46,019 42,886

15-19 51,445 52,669 48,433

15-17 30,871 31,449 29,067

18-19 20,574 21,220 19,366

Number of births to teenagers by age of mother

1978 1980 1983

10-14 19 23 15

15-19 2579 2492 2102

15-17 788 780 633

18-19 1791 1712 1469

Number of abortions by age of mother

1980 1983

10-14 35 26

15-19 1207 1135

15-17 N/A 468

18-19 N/A 667

Number of miscarriages by age of mother

1980

10-14 0

15-19 95

Number of not married female adolescent parents by age

1975 1976 1977 1978 1979 1980 1981 1982

Under 20 804 809 911 937 995 1042 1029 1046

HEALTH INDICATORS

Percentage of birthr to teenagers which are low birthweigbt

1978 1980 1982 1983

10-14 5.3% 8.7% 21.4% 6.7%

15-17 8.1 7.3 7.9 9.6

18-19 6.0 6.0 7.0 7.1

All low-birthweight births, 1983: 5.6%
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AGENCIES AND DEPARTMENTS

Lead agency -esponsible for coordinating_ programs, policies, and
Ernjects for pregnant and parenting teenagers

Division of Maternal and Child lealth
Department of Human Services
Bureau of Health
Augusta, NI 04333

Contact person: Dr. John Serrage, Director, DMCH
Phone number: (207) 289-3311

Other offices and agencies with respcns'aility for the fc .awing
activities for pregnant and parentin adolescents:

Preventive/Contraceptive Info.aation and Services: Division of Maternal
and Child Health (DMCH), and Family Pi-Inning Association

Sex Education: DMCH

Family Life Education: DMCH

Maternal Health and Medical Care: DMCH

Perinatal Medical Care: DMCH

Infant/Child Health and Medical Care: DMCH

Adoption Services: Bureau of Social Eeivices (BSS)

Child Care: BSS

PROGRAMS AND RESOURCES

1. Statewide Service Providers' Coalition on Adolescent Pregnancy.
Founded in 1979, this coalition is made up of mem;:er agencies that are
all service providers, and individual members. The coalition works
closely with the State to review the community organizations that
receive NCH Block Grant funds. The coalition also sponsors conferences.

Cmtact person:

Phone number:

Patricia An&rson

Statewide Service Providers' Coalition
on Adolescent Pregnancy

8 Crosby Street
Augusta, ME 04330

(207) 622-5188

2. Family Services Program. (Fee Statewide Initiatives.)

Contact person:

Phone number:

Jeannette Talbot

Research/Preventive Services Consultant
Department of Human Services
Bureau of Social Services
Augusta, ME 04333

(207) 289-2971
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STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

Maine began the "Family Services Program" in 1183 to assist AFDC
families whose head of household is under age 21. The primary goal of

the program is to "strengthen identified high risk families internally,
while assisting them in accessing the services necessary to improve
their lives and that of their children." The program assists
participating families in education, employment and job training,

maternal and infant health care, acquisition ,)f life management skill",
family counseling, and facilitation in the ue of existing services.

State's response to survey submitted by:

Ellen Naor, Director
Division of Data and Research, Department of Human Services
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DEMOGRAPHICS

Number of births to teenagers by age of mother

1978 1980 1983

Under 15 237 210 197
15-19 8520 8727 8574

15-17 3337 3209 3096
18-19 5183 5518 5478

Number of abortions by age of mother*

1978 1980 1983

Under 15 425 401 387
15-19 8335 9063 7452

15-17 3724 4006 3395
18-19 4611 5057 4357

By occurrence

Number of miscarriages by age of mother

1978 1980 1982

Under 15 4 3 2
15-19 91 99 105

Number of not married female adolescent parents by age

1978 1900 1982

Under 15 221 201 210
15-19 5154 5616 5896

15-17 2411 2455 2593
1P-19 2743 3161 3303

HEALTH INDICATORS

Infant mortality rate by age f mother

1980 1982

10-14 19.0 37,0
15-17 20,J 15,7
18-19 16,1 14,3

IMR for all births, 1983: 11.8

Percentage of births to teenagers which are low birthweight

1978 1980 1982 198.

10-14 14.3% 18.1% 15.8% 15.3%
15-17 12,1 11.8 11.0 12,8
10-19 10.0 10.6 10.2 10.3

All low -birthveight births, 1983: 7.7%
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Percentage of live births to adolescent women who received prenatal care
in the first trimester

Under 20

1980 1982 1983

59.5% 55.7% 55.8%

1983 rate for mothers, all ages: 70.5%

AGENCIES AND DEPARTMENTS

Lead a &ency responsible for coordinating progrars, policies and
2rojects for pregnant and_parenting_teenagers

Office of the Secretary
Department of Human Resources
1100 North Eutaw Street
Baltimore, MD 21201

Contact person: Ruth massinga, Secretary of Human
Phone number: (301) 383-5528

Other offices and agencies with responsibility for
activities :or pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services:
and Mental Hygiene (DHMH)

Preventive/Abstinence Education: State Department

Sex Education: DHMH

Family Life Education: SDE

haternal Health and Medical Care: DHMH

Perinatal Medical Cere: DHMH

Infant/Child Health and Medical Care: DHMH

Educational and Vocational Assistance and/or Training: SDE and DHMH

Life Skills Development Training: SDE

Adopticn Services: Department of Human Resources (DHR)

Child Care: DHR

Resources

the following

Department of Health

of Education (SDE)

PROGRAMS AND RESOURCES

1. Adolescent Pregnancy and Preventive Care Manager. Sponsored by the
Department of Health and Mental Hygiene (DWI) and local health
departments, this State-funded project is directed at health
departments, schools and social service departments. It began in 1982.

2. Single Parert Services Program. is State-funded program, begun in
1970, is implemented by the Department of Human Resources (DHS) and
local departments of social services. It is directed at schools and
communities.
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3. ITV Series. The Maryland State Department of Education sponsored a
30-lesson television series for ages 14 to 21. This educational series
began airing in 1980 and ended in 1981. The series provided an
awareness of factors involved in becoming parent and stressed that
parentin' is optional. State funds were used.

4. Single Parent Families Workshop. The Maryland State Department of
Education and Maryland Department of Pupil Personnel Workers organize
three 1/2 days of workshops annually. Begun in June 1977, the project
is still in operation today. The workshops provide current information
and ideas on working with pregnant teens and single-parent families.
State funds are used.

5. State Level Interagency Initiative. Since 1084, the Maryland State
Department of Education, DER, DHMH and the Department of Employment and
Training have workea cooperatively to form an interdeportmental
committee on teenage pregnancy and parenting. The State supplies the
funding.

6. The Baltimore City Public School System and local departments of
social services have sponsored a program since 1966 in the Lawrence
Paquin Jr-Sr. High School. It is comprehensive educational program
for expecting and parenting teenagers and their chi:dren. Local funding
is used.

7. Adolescent Family Life Program and Service Office. This federally
funded program is located at the Lawrence Paquin Jr-Sr. High School.
Baltimore City Public Schools and the Maryland State Department of
Education axe the sponsors. The program began in July of 1983.

8. Charles County Teenage Parenting Program. This initiative is
directed at schools and ,ommunity health rervices. Since its beginning
in 1976, the Charles Co. Public Schools, the Departments of Health and
Social Services, Catholic Charities, Planned Parenthood and right to
life church groups, have sponsored this comprehensive educational
program with health and social services follow-up. The program is
funded by the Local Education Agency and the Deparisent of Health.

9. Howard County Teenage Pregnancy and Parenting Class. The Howard
County Board of Education and the Departments of Health and 0,;ial
Services are involved in implementing this school-based ?rogram.
Cl are held one-half day per week to prcvide teens with parenting
and social skills. This program is funded by the Local Education Agora./
and began in 1979.

10. Project Improve. This school and community-based program began in
1982. It is implemented by the Dorchester County Board of Education,
the local health department, the Maryland State Department of
Education' multi-services community- center, and local social services.
Begun in 1982, the project provides interagency cooperation, parenting
curriculum and a day camp for adolescent mothers. It is located in
Dorchester County and funded by the Local Education Agency.

11. Roots and Wings. Initiated because of community need, this program
provides comprehensive support services for teen parents such as day
care, parenting training, transportation and medical resources. The
emphasis is on skills training, leading to eventual employment. The
project is targeted to serve 40 AFDC mothers (16 to 21 years of age).
Involved with the imolementation are the Department of Human
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Resources/Office of Welfare Employment Policy, Dorchester County
Department of Social Services, Dorchester County Board of Education,
Dorcnester County Health Department, Cooperative Extension Services of
the University of Maryland, Dorchester County Fublic Library, Job

Service and JTPA. It began in September 1984.

Contact person:

Phone number:

Ms. Ardyth Coleman .

Roots and Wings Program
Dorchester County Schools
Cambridge, MD 21613
(301) 228-1093

12. I - Step in Frederick County. The aim of this initiative is to
reduce welfare dependency, increase employment potential and provide
extensive support services. The program is targeted to serve AFDC
recipients with one child who have been on AFDC for less than 12 months,
and heads of households on AFDC-UP cases. This program receives 90
percent Federal funding, and 10 percent county funding. It is

administered by the Department of Human Resources/Office of Welfare
EMployment Policy, Frederick County Department of Social Services,
Department of Employment and Training, and Job Training Agency. I

Step began in 1984 and is currently serving about 56 clients.

13. Family Support Center Programs.

Contact person: Mr. Frank Sullivan
Family Support Center Programs
Social Services Administration
300 west Preston Street
Baltimore, MD 21201

Phone number: (301) 576-5278

14. Johns Hopkins Community Adolescent Health Center.

Contact person: Ms. Rosalie Streett
Johns Hopkins Community Adolescent
Health Center

405 North Carolina Street
Baltimore, MD 21231

Phone number: (301) 955-2865

STATEWIDE INITIATIVES AND RECENT POLICY CHA)GES

In February 19b4, the Maryland Task Force on Teen Pregnancy was
appointed by the Governor and charged with "examining the issues of teen
pregnancy in Maryland; exploring the current lew of services offered
by public and private agencies in the State; identifying gaps in
coordination and delivery of servicer; and reeommrnding a comprehensive
approach to reduce the incidence of teen pregnancy and to help teenaged
parents and their childrer. become self-sustaining."

In September 1985, the Governor'e Task Force on Teen Pregnancy issued "A

Call to Action," with recommendations in seven arc.e:
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1. Individual and family values and responsibilities

-- support the development and implementation of character
education programs;

-- review, evaluate and update Family Life and Human Development
Policy, established more than 15 years ago;

-- provide sufficient funding for comprehensive reproductive
health services including educational, medical, and
counseling components which are accessible to and appropriate
for teens;

develop legislation that would maintain financial
responsibility for the minor parent and child with his/her
parents;

-- support amendments t federal laws and/or various policies
which deny independent AFDC payments to minor parents;

-- support establishment of paternity and provision of child
support in cases involving teen pregnancy;

-- intervene, through a pilot effort providing incentives to
high-risk females between the ages of 15 and 18, to prevent
pregnancy;

-- promote positive parenting and develop and implement
parenting education programs for parents of all ages;

2. Community_values and responsibilities

worn with the media, the business community, religious

institutions, parent organisations, civic groups and
institutions, as well as youth groups, to explore
alternatives to media concentration and exploitation of
sexuality aimed at the youth market in Maryland;
develop community-bsed strategies for primary teen pregnancy
prevention programs; and provide funding for "Community
Initiatives Fund" to support community-based intervention and
prevention projects;

3. Educational attainment

-- provide full equalisation of State aid for public schools and
assure high-risk chddren compensatory pre-A education,
mastcry of basic educational skills and effective
school-to-work transitions;

-- monitor students' attendance and performance records
regularly in order to provide assistance to at-risk, pregnant
and parenting teens;

- - assist local education agencies to develop a broad spectrum
of supportive services designed to assist pregnant and/or
parenting teens is crr*inue in school and complete their
education;

4 aploBLpportunities

- - develop a bold, comprehensive plan of action to alleviate the
chronic and worsening rate of unemployment among high-risk
teens;

-- seek increased funds and strenghten job training and
employment initiatives for pregnant and parenting teens;
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5. Health

- - develop a plan for a network of comprehensive school-based
health care programs, with priorities to those middle and
senior high schools with significant teen pregnancy problems;

6. Core services support system

- - implement Core Services Support System for at-risk, pregnant,
and parenting teens which would, at minimum, include
identification of the target population, an offer of
services, and case management services; and

7. Statewide mobilization and coordination

-- establish a Governor's Council on Teen Pregnancy comprised of
representatives of the General Assembly, public and private
agencies, the general community and local governments.

Maryland's survey response also pointed out recent policy changes in
the following areas: Vocational education, parental involvement,
adoption services, adoption counseling, the involvement of fathers
in adoption proceedings, and maternal health and medical care. The

state commented that the "Carl D. Perkins Act, effective July 1985,
created additional funding for vocational education for pregnant and
parenting teenagers."

Additionally, in July 1984 the State's Family Planning Project
policy on family involvement was approved, Stating:

The Maryland Family Planning Project strictly adheres to:
(A) The Maryland Law Concerning Medical Treatment for Minors
(20-102, 103 and 104 of Annotated Cott of Maryland) which provides a
minor age 17 or less the same capacity as an adult to consent to
treatment for, or advice about, contraception other than
sterilization; and (B) The Title X Program Guidelines for Project
Grants for Family Planning Services which state that adolescents
must be assured that the sessions are confidential and that any
necessary follow-np will aer-xe the privacy of the individual. The

Maryland Family Planning Project also strongly endorses the
encotragement of adolescents to communicate with parents, family
members and/or other responsible adults about their decision to seek

family planning services. The Maryland Family Planning Project will
assist adolescent clients in communicating with parents, family
members and/or other responsible adults so far as it is consistent
with these clients' right to confidentiality.

With regard to adoption issues, the State made reference to a 1982
statutory revision that provides for a minor parent's consent to
adoption or guardianship.

State's response to survey submitted by:

Ru..h Massinga, Secretary
Department of Human Resources
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DEMOGRAPHICS

Number of births to teenagers by age of mother

1978 1979 1980 1981 1982 1983

Under 18 2570 2550 2471 2449 2478 2345
15 N/A N/A N/A N/A N/A 341
16-17 N/A N/A N/A N/A N/A 2004

18-19 N/A N/A N/A N/A N/A 4574

Percentage of births to married teenagers by age

1983

Under 17 20.8%
18-19 43.8

Percentage of births to unma.-ried teenagers by age

1983

Under 17 79.2%
18-19 56.2

HEALTH INDICATORS

Percentage of births to teenagers which are low birthweight

'1983

Under 16 13.2%
16-17 8.7

18-19 7.9

All low-birthweiiht births, 1981: 5.9%

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and parenting teenagers

Executive Office of Human Services
One Ashburton Place
Roam 1109
Boston, MA 02108

Contact person: Mary Ann Hart, Director, Office of Health Policy

PROGRAMS AND RESOURCES

1. Coalition for Adolescent Services (Trustees of Health and
Hospitals). This is an inner-city program which provides services at
two neighborhood health centers and the Boston City Hospital Adolescent
Center. Prenatal and pediatric care, and social services are available
at all sites.
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Contact person:

Phone number:

Rosalie Williams
Trustees of Health and Hospitals
Adolescent Center, B.C.H.
5th Floor, Ambulatory Building
818 Harrison Avenue
Boston, MA 02118
(617) 424-4086

2. Young Parent's Program. A hospital-based, teen-tot clinic with
health care for mother and baby coordinated with home visiting ar-
social services.

Contact person: Sue Perry
The Children's Hospital
Young Parent's Program

300 Longwood Avenue
Boston, MA 02115

Phone number: (617) 735-7713

3. Teen Parent Program. A tertiary level hospital-based rt'agram which
includes an alternative school, a residence for pregnant women, nurse
midwifery, prenatal services and a PNP teen-tot clinic. Decision-making
support, mothers' groups and post-adoption support groups are offered.

Contact person:

?hone number:

Fran Kellogg
St. Margaret's Hospital
St. Mary's Home
90 Cushing Avenue
Dorchester, MA 02125

(617) 436-8600 X551

4. Consortium fog ,regnant and Parenting Teens. A tertiary level,

hospital-based program with four sites, including the hospital
adolescent gynecology and prenatal clinic, two neighborhood health
centers and a residence for pregnant teenagers. Alternate schooling,
prenatal care, decision-making support, home visiting and follow-up
services are offered.

Contact person:

Phone number:

Candace Lowe
Brigham and Women's Hospital
Consortium for Pregnant and Parenting Teens
75 Francis Street
Boston, MA 02115
(617) 732-4034

5. Early Childbearing Program. This program, administered by a family
planning agency, uses visiting nurses and social workers to provide
education and counseling to individuals and groups in the Falmouth and
Taunton areas.

Contact persons:

Phone number:

Kathleen O'Donnell
Health Care of Southeastern Massachusetts
Early Childbriiing Program
19 Spring Street
Taunton, MA 02780
(617) 022-7700
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Phone number:

6. Healthworks.
agency, provides

conjunction with

Mary "%lien Hayden

Health Care of Southeastern Massachusetts

Early Childbearing Program
VNA of Upper Cape Cod, Inc
67 Ter Heun Drive
Falmonth, MA 02540
(617) 584-0411

Axis program, administered by a family planning
educational counseling services in Haverhill in
a hospital-hased prenatal clinic and a visiting nurse

component.

Contact person:

Phone number:

Jean Fox

Healthworks
Pregnant and Parenting Program
40 Buttonwoods Avenue
Haverhill, MA 01830
(617) 374-1127

7. Services for Adolescent Family Enhancement (SAFE). The project is
administered through a far'ly planning agency for the purpose of
providing coordinated case management, counseling, advocacy, follow-up
and e'ucation in the Springfield area. Program staff are lc.ceted in
three neighbolnood sites.

Contact person:

Phone number:

Amine Ali

Family Planning Counci' of Western Massachusetts
Project SAFE
1618 M In Street
Springfield, MA 01103
(413) 737-9774

8. Pregnant Adolescent Support System (PASS). The County Adolescent
Network of Berkshire is a coalition of 34 agencies working together with
common goals. Services are delivered in three predominantly rural
couaty sites. Visiting nurses and social workers Frovide education and
counseling to individuals teal groups, GED preparation, an alternative
school, and child development activities.

Contact person: Ann Lange

County Adolescent Network of Berkshire Co.
(CAN-BE)
PASS Project
150 North Street

Pittsfield, MA 01261
Phone timber: (413) 445-4324

C. ACCESS Program.

Contact person:

Phone number:

205

Fran Anthems

Family Planning Service of Central Massachusetts
ACCESS Program
7' Elm Street

Worcester, MA 01609
(617) 756-7123
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STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

In the spring of 1985, the Statewide Task Force Pregnant and
Parenting Youth it Massachusetts isseed the report, "Uncertain Futures;
Massachusetts' leen Parents and Their Children." The Task Force was
part of the Massachusetts Project to Improve Services to School-Age
Parents -- s special project of the Alliaince for Young Families, a
non-profit youth advocacy organization. Task Force members included
representatives of State-level public agencies and private foundations,
providers, and technical advisors.

Tne report presents recommendations in several areas including:

Comprehensive and coordinated services

develop a State Plan as an inter-agency initiative for
pregnant and parenting teens which provides education and
vocational services, day care and basic services in an
integrated matuler;

Educational opportunitie,

-- legislate frnding for the State's Equal Educatiot, Opportunity
Act, to monitor and prevent exclusion of pregnant students
from public schools and assure equal quality in alternative
programs,

-- increase resonrces for the development of model school-based
young parent programs,

-- develop and disseminate guidelines for flexible attendance
and tardiness codes;

-- promulgate regulations for existing School Health Education
Law;

-- develop incentives for the creation of collaborative efforts
between local schools and human service agencies;

-- utilize resources for guidance services through the Federal
Vocational Eaucation Act;

-- use VEA funds to ensure elimination of sex bias in vocational
education proy..ams;

-- initiate appropriate legislative o programmatic changes to
allow students to have simultaneous access to vocational and
academic programs of study,

-- make basic skills remediation more available for young
parents in youth employment training programs,

-- expand outreach effort through the Department of Public
Welfare to inform teen parents of opportuntties under the
'employment and Training program,

Day care as an essential service

-- fund Department of Social S-rvic , to provide infant/toddl
programs and transportati,n rArvices to teen parents,
consider utilizing 15% c Job Training Partnership Act
discretiohary funding for child care set-Aces;

Optimum health and welfare outcom^a

ensu:e available adequate prenate and postpartum car all
pregnant and parenting adolescents through Med'caid, private
health insurance cc-erage and increased funding to the
Department of Public Health's (DPH) Pregnar Adolescent
Program,
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-- establish guidelines for comprehensive and interlisciplinary
health services to teen parents and disseminate them to
providers throughout the State;

-- increase AFDC benefit levels to ensure a decent standard of
living; and

-- support public housing policy and practice of maintaining
extended family units for teen parents.

State's response to survey submitted by:

Mary Ann Hart, Director

Office of Health Policy, Executive Office of Human Services
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MICHIGAN

DEMOGRAPHICS

Total estimated female adolescent population by age

1983

10-14 352,443
15-19 437,990

Number of births to teenagers by age of mother

1979 1980 1981 1982 1983

10-19 21,594 20,331 18,697 17,663 16,917
10-14 355 331 300 319 328
15-17 7274 6972 6342 5988 5783
18-19 13,965 13,028 12,055 11,356 10,806

Number of miscarriages by age of mother

1983

10-19 4674
10-14 121
15-19 4553

Number of abortions by age of mother

1983

10-19 12,356
10-14 560

15-19 11,796

HEALTH INDICATORS

Percertage of births to teenagers which are low birthweight

1983

Under 20 10.3%
10-14 15.5

15-19 10.2

All low-birthweight births, 1983: 7.0%

ECONOMIC INDICATORS

Number of pregnant and parenting adolescents receivingLAFDC

1985

Under 20 15,247
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PROGRAMS AND RESOURCES

1. For a listing of programs available in the State under the areas of
education, group homes for teens, media, peer counseling/peer education,
see the Task Force report on Adolescent Pregnancy and Teen Parenting
from the Michigan Department of Social Services.

Contact person: Dr. Diane C. Emling, Chairperson
Director, Office of Children and Youth Services
Michigan Department of Social Services
300 S. Capitol Avenue
Lansing, MI 48909

2. Comprehensive Community Plans. A network of contractors will plan
and sponsor a diagnostic conference to identify the needs related to
teen pregnancy in their perspective community, and they will develop a
plan to address those needs. Local area policy-makers, practitioners,
business leaders, interest groups, teens, school district personnel, and
medical professionals will take part in the conference.

The model for the Comprehensive Community Plans was developed by Women
and Foundations/Corporate Philanthropy through a grant from the Charles
Stewart Mott Foundation. The Mott Foundation is providing the training
and technical assistance for all of the contractors funded by the
Department of Social Services. For a list of the participating
contractors see the Task Force report on Adolescent Pregnancy and Teen
Parenting.

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

Under the leadership of the director of the Department of Social
Services, a State Task Force on Adolescent Pregnancy and Teenage Parents
was created in 1984. The Task Force issued a report on its findings in
October/November 1985.

Under currem services, Michigan's Department of Social Services
operates a statewide Teen Parenting Program. The Department was
allocated $1 million in FY84 and $1.7 million in FY85 to support:

-- The development of 25 cnmpreheneve community plans to address
pregnancy prevention, prenatal health care, postnatal care for
mother and infant, child abuse and neglect, high school
completion cr GED, and economic independence of young parents at
the local level;

-- the development of 10 group homes for adolescent mothers and
their infants. Each program will be designed to prepare young
women to assume responsibility of family life and parenthood and
prepare them for autonomous living;

-- the development of four statewide or local media campaigns to
heighten awareness among male and female teens and parents of
teers of the problems resulti^7 from teen pregnancy;

-- peer counseling and peer education programs which will train
teens, under the direction 4nd supervision of adult counselors,
to provide pregnancy preventic.: information to other teens at
places where teens typically congregate; and
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-- Prenatal classes, parenting skills training, prevention programs,
outreach programs; and a statewide conference targeted to serve
teens, their families, agency personnel who provide services, and
interested citizens.

The Department of Education supports regula lternative school
programs designed to support the continuation -ducatIon during and
after pregnancy.

$1,210,000 was appropriated in FY 1986 to support cervices for
approximately ,000 school-age parents.

$910,000 for partial reimbursements of salaries of teachers
providing services in 90 provider districts school-age
parents programs.

$300,000 for eight comprehensive pilot programs, which
provide academic, career counseling, health, nutrition,
mortal health, social services, transportatrion, and
infant/child care services.

Fustherwere, an interdepartmental effort to develop a K-8 health
education curriculum has resulted in the Michigan Model for
Comprehensive School Health Education. All of the health areas
important tc children and adolescents are presented in components or
modules, including areas relating to problem solving, desicion making,
prevention of sexual abuse, pregnancy, and parenting. In FY 1986, 97
schools will implement the model in 2,085 classrooms.

In addition to the Departments of Social Services and Education, the
Departments Public Health and Mental Health assist in developing and
operating programs, along with a work of private agencies and
foundations. Currently, no single State agency has responsibility for
addressing all the issues related to teen pregnancy and parenthood, and
the draft report of the statewide Task Force on Adolescent Pregnancy and
Teenage Parents calls for increased coordination along with other
efforts to improve services.

The Task Force Report contains more than two dozen recommendations in
five areas: (1) prevention of pregnancy; (2) health services for
pregnant/parenting teens; (3) education, training and support for
pregnant/parenting teens; (4) economic support and residential services
for pregnant/parenting teens; and (5) coordination.

State's response to survey submitted by

Darlene Hinkle, Chief
Family Planning Program, Department of Public Healtl
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MIMMILSOTA

DEMOGRAPHICS

Total female adolescent population by age

1980 1983

10-14 162,771 153,624
15-19 197,564 171,053

15-17 114,431 N/A
18-19 83,133 N/A

Number of births to teenagers by age of mother

1978 1980 1983

10-14 60 45 53
15-19 6819 6988 5277

15-17 2060 1988 1521
18-19 4759 5000 3756

Number of abortions by age of mother

1978 1980 1983

10-14 74 104 96
15-19 5166 5603 3883

15-17 2112 2223 1336
18-19 3054 3380 2547

Number of miscarriages by age of mother

1978 1980 1983

10-14 N/A 1 2

15-19 57 51 50
15-17 N/A 13 15
18-19 N/A 38 35

Number of married parenting adolescents by age

1978 1980 1983

10-14 N/A 3 3

15-19 3848 3634 2258
15-17 735 592 328
18-19 3113 3042 1193

Number of not married parenting adollscents by age

1978 1980 1983

10-14 60 42 50
15-19 2971 3354 3019

15-17 1325 1396 1193
18-19 1646 1958 1826
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HEALTH INDICATORS

Infant mortality rate by age of mother

1980 1982

15-17
18-19

16.1 16.9

15.0 16.1

IKE for all births, 1983: 9.8

Percentage of births to teenagers which are low birthweight

1978 1980 1982 19:3

10-14 10.0% 11.1% 14.0% 9.44

15-17 7.9 7.6 9.1 8.7

18-19 7.6 6.7 7.4 6.5

All low-birthweight births, 1983: 5.1%

Percentage of live births to adolescent women who received prenatal care
in the first trimester

Under 20

1978 1980 1982 1983

52.6% 52.8% 49.7% 49.3%

1983 rate for mothers, all ages: 79.0%

ECONOMIC INDICATORS

Number of pregnant and parenting adolescents receiving AFDC

1984

Under 20 2420

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and parenting teenagers

None.

Other offices and agencies with responsibility for the following
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services: Department of Health
(DOU)

Preventive/Abstinence Education: Department of education (DOE)

Sox Education: DOR

Family Life Education: DOE

Maternal and Medical Care: DOH
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Perinatal Medical Care: DOH/Department of Human Services (DHS) (Medical
Assistance)

Infant/Child Health and Medical Care: DOH/DHS (Medical Assistance)

Educational and Vocational Assistance and/or Training: DOE

Life Skills Development Training: DOE

Adoption Services: DHS

Child Care: DHS

PROGRAMS AND RESOURCES

1. Department (-4 Health. The Maternal and Child Health Division
provided maternal and child health technical services, including Family
Planning/Reproductive Health, and WIC.

Contact person: Dr. Ronald Campbell, M.D.
Director. Maternal and Child Health
Technical Services
Minnesota Department of Health
P.O. Box 9441
717 Delaware Street, S.E.

Minneapolis, MN 55440
Phone number: (612) 623-5539

2. Department of Human Services. The Social Services Bureau offers
child care, adoption and foster care, and other social services. The
Income Maintenance Bureau has Medical Assistance (Medicaid), and Food
Stamps.

Contact persons: Mabel Huber
Str71,es for Unmarried Parents
Social Services Bureau
Department of Human Services
4th Floor Centennial Office Building
658 Cedar Street
St. Paul, MN 55155

Phone number: (612) 296-2279

Phone number:

Mary Kennedy
Health Care Programs Division
Income Maintenance Bureau
Department of Human Services
1st Floor Spaze Center
444 Lafayette Road
St. Paul, MN 55101
(612) 297-3200

3. Department of Education. Sex and family life education.

Contact person:

Phone number:

Ruth Ellen Leuhr
Department of Education
Pupil and Personnel Services
Capitol Square Building
550 Cedar Street

St. Paul, MN 55101
(612) 296-8368
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4. Minnesota Family Planning and VD Hotline. This fec:rally funded
program is implemented by the Department of Health and Family Tree,
Inc. It began in 1980.

5. Minnesota submitted a list of 57 prograns/servicest for inio.mation
contact the Departments of Health, Human Services and/or Education.

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

Minnesota noted policy changes regarding parental notification and
abortion services. The State's "Consent of Minors for Health Services,"
amended in 1982, requires notification unless (1) the life of the
pregnant woman is jeopardized and there is not sufficient time to
provide notice: (2) the pregnant woman is a victim of abuse and tnere
has been proper reporting of the abut.; or (3) a c,lurt inter7enew and
rules favorably when the pregnant woman elects not to notify.

State's response to survey submitted by:

Sister Mary Madonna Ashton, Commissioner of Health
Department or Health
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MISSISSIPPI

DEMOGRAPHICS

Number of births to teenagers by age of mother

1978 1980 1983

10-14 389 378 333
15-19 10,590 10,693 9113

15-11 4670 4534 3750
18-19 4920 6159 5363

Number of abortions by age of mother

1980 1983

10-14 96 112
15-19 2191 1723
15-17 903 722
18-19 1288 1001

Number of fetal deaths by age of mother

1978 1980 1983

10-14 6 13 10
15-19 1b7 173 147

HEALTH INDICATORS

Infant mortality rate by age of mother

1980 1982 1983

10-14 N/A 46.4 35.0
15-17 21.6 23.7 20.5
18-19 18.2 19.4 15.7

IMR for all births, 1983: 15.1

Percentage of births to teenagers which are low

1978 19P0 1982 1983

10-11 16.7% 16.1% 17.7% 16.2%
15-17 12.3 12.5 12.5 12.2
18-19 10.9 11.3 10.9 10.5

All low-birthweight births, 1983: 8.8%

birthwtaht

Percentage of live births to adolescent women who received prenatal care
in the first trimester

1978 1980 1982 1983

Under 20 55.41 58.4% 56.4% 57.1%

1983 rate for mothers, all ages: 74.61
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EDUCATIONAL INDICATORS

Number of female adolescents dropping out of school due to
pregnancy or child care responsibities

1978 1980 1982

Under 20 748 624 521

ECONOMIC INDICATORS

Adolescent unemployment rate

1978

Under 20 30.01

ADOPTION AND FOSTER CARE

Number of adoptions of infants born to adolescents by race of mother

1978 1980 1982

Total 60 43 44

Black 14 12 12

White 46 41 32

Number of infants born to adolescents placed in foster care

1978 1980 1982

Total 0 0 0

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies and
projects for pregnant and parenting teenagers

Governor's Commission for Children and Youth
Governor's Office of Human Development, Federal-State Programs
The Executive Building, Suite 205
802 North State Street
Jackson, MS 39201

Contact persons: Nellie Hutchinson, Director, or Linda Ross Aldy,
Special Projects Officer

Phone number: (601) 354-7011

Other offices and agencies with responsibility for the following
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services: State Board of
Health (SBH)

Preventive/Abstinence Education: SBH (as staff permits)

Sex Education: SBH
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Family Life Education: SBH

Maternal Health and Medical Care: SBH

Perinatal Medical Care: SBH

Infant/Child Health and Medical Care: SBH

Life Skills Development Training: State Department of Education

Adoption Services: State Department of Public Welfare (SDPW)

Child Care: SDPW

PROGRAMS AND RESOURCES

1. Project Forward. This is a year-long pilot project, targeted at 12
to 15 year olds. Project Forward hopes to build self-esteem, promote
school completion, and supplies a small allowance as incentive. The
project operates out of the Department of Public Welfare, and is
federally funded.

Contact person:

Phone number:

Ms. Maurice Gregory
Region Three
515 E. Amite Street
Jackson, MS 39205
(601) 354-0341

2. Teenage Parents and Their Babies. This program is designed to
provide health education and family living information to middle through
high school students in a classroom setting. The program offers
individual counseling to pregnant and non-pregnant teens. The program'
major focus is to prevent teen pregnancies and thereby prevent and
reduce the number of at-risk babies. This program reaches approximately
3,349 students in this four-county catchment area. The program was
appropriated State monies.

Contact person: Nita Thompson
Region I Mental Health Center
P.O. Box 1046
Clarksdale, MS 38614

Phone number: (601) 627-7267

3. Teenage Parents and Their Babies. This program focuses on the
following three areas: parent education and counseling in child care,
enriching experiences for the child, and supportive programs for parents
and parents-to-be. The project has coordinated efforts with the local
health department, PAL (Plan A Life) Clinic, Marshall County Health

Department, and Northeast Mississippi Health Care Inc., in Byhalia, MS.
The program operates in two counties.

Contact person: Mrs. Becky Meek

Region II Mental Health Center
Route 4, Box 32
Oxford, MS 38655

Phone number: (601) 234-7521
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4. Teen Parent Zducation Program. This is a prevention program for
child abuse and neglect in the high-risk teen population. Services
offered to pregnant and parenting teens in the greater Jackson area are
a home-based prenatal and child development educational program,
volunteer parent aides, a monthly child -care newsletter, and group
meetings. Over the period of one year (July 1, 1983 - June 30, 1984),
20 adolescent mothers were nerved. From July 1, 1984 to June 30, 1985,
40 to 60 high-risk adolescent mothers were served.

Contact person: Betty Van Gheluwe
Rxchange Club Parent/Child Center

4906 N. State Street, Suite 401
Jackson, MS 39216

Phone number: (601) 366-0025

5. Adolescent Pregnancy Task Force. (See Statewide Initiatives.)

Contact persons: Ms. Nellie Hutchinson or Ms. Linda Ross-Aldy
Governor's Commission on Children and Youth
Governor's Office of Human Development
Federal-State Programs
The EmeuuLivs Building, Suite 205
802 North State Street
Jackson, MS 39201

Phone number: (601) 354-7011

6. Jackson-Hinds Adolescent Pregnancy Prevention Program. This program
is targeted at students in five junior high and high schools. It

provides family planning services to sexually active teens ana
counseling for teens who are not sexually active, to encourage their
postponing sexual involvement. Child care and child health services are
also provided. The program operates within the school facilities and
began in January 1979.

Contact person: Dr. Aaron Shirley
P.O. Box 3437
Jackson, SS 39207

7. Teen Pregnancy Reduction Project. This is an effort to reduce the
incidence of teen pregnancy through the provision of case management
services for sexually active teens, and to encourage the postponement of
sexual involvement. The program targets teenagers in 13 primarily rural
counties. Funded through Title X of the Public Health Service Act, the
program began in July 1984.

Contact person:

Phone number:

Doris Barnette
State Board of Health
P.O. Box 1700
Jackson, MS 39205
(601) 354-6680

8. Teen Learning Center. This program encourages teenagers to stay in
the educational system during and after pregnancy. In addition, health
education and appropriate follow-up care are provided to improve the
chances of a healthy outcome for the baby. The program operates in one
county, and was launched in April of 1975.

Contact person: Dr. Margaret Morrison
P.O. Box 5465
Me.adian, MS 39302

Phone number: (601) 482-3171
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9. Adolescent Counseling Program. Targeted at Medicaid-eligible
adolescents, 12 years of age and older, this progrom provides counseling
services to adolescents An thb area of reproductive health and
contraception, sexually transmitted di , nutritional and dental
health, and problems associated with drugs, evoking and alcohol. It was
implemented in January 1985.

Contact person:

Phone number:

Doris Barnette
State Buard of Hoalth
P.O. Box 1700
Jackson, MP '9205

(601) 354-6680

&TATO/Mg INITIATIVES AND RECENT POLICY CHANGES

In 1985, the Governor's Office on Children and Youth established an
Adolescent Pregnancy Task Force. The Task Force is -onducting a survey
of State and local policies and activities.

Mississippi has also changed its parental involvement, infant health and
medical care, an' delivery services policies. Parent involvement
counseling is provided through Health Departments. Also, in 1985,

Mississippi expanded Medicaid eligibility by approving legislation for
the "Optional Categorically Needy."

State's response to survey submitted by:

The Honorable Bill Allain
Gc 'ernor

State of Mississippi

- 204 -

21



wasoun

DiNOGPARNICS

Number of births to teenagers by age of mother

1978 1980 1983

10-4 221 220 167

15-19 12,686 13,027 10,738

15-17 4893 4680 3715
18-19 7793 8347 7023

Estimated number of births to females

1985 1990 1995

10-19 10,052 9893 9588

Number of abortions by age of mother

1978 1980 1983

10-14 250 163 235
15-19 5680 6143 5660

15-17 2694 2976 2315
18-19 2986 3767 3545

HEALTH INDICATORS

Infant mortality rate by age of mother*

1978 1080 1982 1983

10-14 11.6 45.5 27.2 47.9

15-17 24.3 16.6 19.4 19.6

18-19 22.2 17.4 12.2 13.5

1148 for all births, 1983: 10.7

*INR reported as per 1000 live births.

Percentage of births to teenagers which are low birthweight

1978 1980 1982 1983

10-14 12.2% 17.7% 15.6% 16.8%
15-17 11.2 10.5 11.1 9.9

18-19 9.9 8.6 8.3 9.1

AIL low-birthweight births, 1983: 6.7%

Percentage of live births to adolescent women who received prenatal care
in the first trimester

Under 20

1978 1980 1982 1983

56.5% 58.3% 56.1% 55.3%

1983 rate for mothers, all ages: 79.2%
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ECONOMIC INDICATORS

Adolescent unemployment rate

1978 1980 1982 1983

Under 20 14.9% 16.2% 21.7% 20.6%

AGENCIES AND DEPARMOINTS

Lead agency responsible for coordinating programs, policies, and
irojects for pregnant and parenting teenagers

Bureau of Family Health Care, Division of Health
Department of Social Services
1730 East Elm
Jefferson City, MO 65101

Contact person: Don Whitehead, Health Program Representative
Phone number: (314) 751-4667

Other offices and agencies with responsibility for the following
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services: Bureau of Family
Health Care, Division of Health; Family Planning Council, Inc.; Missouri
Community Health Corporatiion. (BINC/DON/FPC, Inc/MCHC)

Preventive/Abstinence Education: Adolescent Resources Corporation

(Western Missouri)

Sex Education: BFHC, DOH; FPC, Inc.; Missouri Community Action
Corporation

Family Life Education: Adolescent Resources Corporation (Western

Missouri)

Maternal Health and Medical Care: Public Health Prenatal Program

Perinatal Medical Care: PMR - Missouri Perinatal Association

Infant/Child Health and Medical Care: PMR - Missouri Perinatal

Association

Educational and Vocational r. istance and/or Training: Department of

Elementary and Secoriary Educatio.:

Adoption Services: Division of Family Services, Missouri Department of

Social Services (DFS/MDSS)

Child Care: DFS, MDFS

PROGRAMS AND RESOURCES

1. Adolescent Iregnancy Prevention Project. This project, funded by

the ICH Block (.rent, provides education, counseling, and clinical care.
The Bureau of Family Health Care in the Department of Social Services,
and the Adolescent Resources Corporation are involved with the

implementation. Begun in 1982, this project provides over 10,000 units
of service each year.
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2. Project for Special Adolescent Services. This project established
neighborhood teen health centers to address teen health problems. It
was funded by the NCH Block Grant and was implemented by the St. Louis
County Health Department and the Bureau of Family Health Care. Begun in
1984, the project terminated on January 31, 1985. There were 2,167
clinic visits in 1984.

3, Homeless Pregnant Teens Study. Sponsored by the Kansas City Mental
Health Association, this 12-month study will detail the prevalence of
pregnant teenagers living on the streets of Kansas City. The study team
is composed of a network of Kansas City Social Service agencies.

Contact person: Harriett Lawrence
Kansas City Mental Health Association
1020 E. 63rd Street
Kansas City, NO 64110

4. MELD Young Moms. This cooperative program between the INCA, Family
and Children's Services, and the Kansas City Junior League, utilizes
national MELD curricula involving an educational support-group model
for teenage mothers. Notional data demonstrates that the project is
successful in increasing the competence and confidence of young mothers.

Contacts persons: Anita Shekinah
YMCA
(816) 842-7535Phone number:

Phone number:

Phone number:

Gloria Gale
Family and Children's Services
(816) 753-5280

Deb Weiland or Mary Kay Stranck
National MELD Office in Minneapolis
(612) 870-4478

5. Teenage Pregnancy Prevention Project. A cooperative project between
five Kansas City organizations for the purpose of providing
comprehensive care to teenagers. One phase of the project is funded by
the Joseph P. Kennedy foundation and provides prenatal care and
parenting education to pregnant teens. Another component of the project
focuses on education and prevention by making presentations to junior
and senior high school students. The project promotes the involvement
of teenage fathers in the program.

Contact person:

Phone number:

Martha Staker
St. Mary's Hospital Family Medicine Center
(816) 756-1222

For a copy of the
Contact person:

Phone number:

two year evaluation report,
Dr. Beth Noble
Family Study Center
UMKC
School a: Education
5100 Rockhill Road
Kansas City, MO 64110
(816) 445 -e545
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6. Adana Center. This program provides services to pregnant teens
using a foster care/adoption model.

Contact person: Susan Burden
Phone number: (816) 445-4545

State's response to survey submitted by:

Joseph J. O'Hara, Director
Department of Social Services



MONTANA

DEMOGRAPHICS

Total female adolescent population by age

1980

10-14 30,657
15-19 36,054

15-17 21,442

18-19 14,612

Number of births to teenagers by age of mother

1978 1980 1983

10-14 10 14 11

15-19 1914 1742 1550

15-17 645 548 460

18-19 1269 1194 1090
,

Number of abortions by age of mother

1978 1980 1983

10-14 23 22 27

15-19 1002 1066 1051

15-17 363 340 J46

18-19 639 726 705

HEALTH INDICATORS

Infant mortality rate by age of mother

1980 1982

10-14 0.0 153.8

15-17 23.7 18.3

18-19 19.3 7.0

II4R for all births, 1983: 9.0

Percentage of births to teenagers which are low birthweight

1978 1980 1982 1984

10-14 20.0% 7.1% 0.0% 7.1%

15-17 9.0 9.7 8.5 8.7

18-19 7./ 7.1 7.0 6.9

All low-birthweight births, 1983: 5.6%
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ArANCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and parenting teenagers

Director's Office

Department of Health and Environmental Sciences
Cogswell Building
Helena, NT 59620

Contact person: John J. Drynan, M.D., Director
Phone number: (406) 444-2544

Other offices and agencies with responsibility for the following
activities for t and nti adolescents:

Preventive/Contraceptive Information and Services: Department of Health
and Environmental Sciences, Family Planning Program (SDHIS,FPP)

Preventive/Abstinence Education: OBES, FPP

Sex Education: SLIM, FPP, State Office of Public Instruction

Family Life Education; SONES, Montana Perinatal Program (MPP), Healthy
Mothers Healthy Babies (HMHB)

Maternal Health and Medical Care: swim, MPP

Perinatal Medical Care: NPP

Infant/Child Health and Medical Care: SDHES, Clinical Services Bureau

Educational and Vocational Assistance and/or Training: Montana
Department of Social and Rehabilitation Services -- Community Service
Division (MINIRS - CSD)

Adoption Services: MD6RS-CSD

Child Care: MDSRS-CSD

PROGRAMS AND RESOURCES

1. Young Mother:0 Proven.

Contact person: Connie Fitzpatrick
Young Mothers' Program
1300 Billings
Helena, KT 59601

Phone number: (406) 442 -8090

Contact:

Phone Number:

Young Mothers Program
Browning High School
Browning, MT
(406) 338-2715
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2. Young Families Program.

Contact persons: Michelle Xonzen
Young Feather Program
903 N. 30th
Billings, MT 59102

Phone number: (406) 259-2007

Lois Reimers
Young Families
Sentinel High School
901 South Avenue, W.
Missoula, MT 59801

Phone number: (406) 728-2403

3. Teen Mothers.

Contact person: Jo Hatch
Teen Mothers
851 1st Avenue, S.
Great Falls, MT

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

House Joint Resolution 19, passed in 1985, requires that priority
referral and placement be given to pregnant teenagers by the Department

of Social and Rehabilitation Services.

Changes in child care, infant health and medical care, and maternal
health and medical care policies were noted. Regarding each, "all state

money has been removed from the MCH Program. Federal Block Grant funds

are the only dollars available." Montana also reported that *norm

emphasis is placed on parental involvement," but no policy change was

indicated.

-ate's response to survLy submitted by:

Jonas H. Rosenthal
Office of the Governor
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DEMOGRAPHICS

Total female adolescent population by age

1980

10-14 59,104
15-19 72,812

15-17 41,727
18-19 31,085

Number of births to teenagers by age of mother

1978 1980 1983

10-14 28 32 29
15-19 3083 3280 2607
15-17 1045 1026 748
18-19 2038 2254 1859

Number of abortions to teenagers by age of mother*

1978 1980 1983

10-14 50 49 40
15-19 1988 2060 1692

15-17 887 848 676
18-19 1101 1212 1016

By occurrence

Number of miscarriages to teenagers by age of mother*

1978 1980 1983

10-14 0 0 3

15-19 24 27 20

*Reported as fetal deaths at 20 or more weeks of gestation

Number of married parenting adolescents by age

1978 1980 1983

10-14 2 1 2
15-19 1905 1867 1312

15-17 454 392 208
18-19 1451 1475 1104

Number of not married parenting adolescents by age

1983

10-14 19
5 -19 1088
15-17 445
18-19 643
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HEALTH INDICATORS

Infant mortality rate by age of mother

1978 1980 1982 1983

Under 15 71.4 0.0 30.3 0.0

15-17 23.9 13.6 21.4 18.7

18-19 15.7 14.2 13.9 1.1.4

IMR for all births, 1983: 9.9

Percentage of births to teenagers which are low birthweight

1978 1980 1982 1983

10-14 25.0% 12.5% 3.0% 0.0%

15-17 10.4 9.7 8.6 9.9

18-19 7.4 7.5 7.2 '.5

All low-birthweight births, 1983: 5.4%

Percentage of live births to adolescent women who received prenatal
care in the first trimester

1978 1980 1982 1983

Ages 10-19 53.3% 55.9% 55.6% 54.9%

1983 rate for mothers, all ages: 80.6%

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating progams, policies and

Projects for pregnant and parenting teenagers

None.

Other offices and agencies with responsibility for the following
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services: Community Health

Nursing (CHN)

Preventive/Abstinence Education: CHN

Family Life Education: CHN

State's response to survey submitted ay:

Gina C. Dunning, Director
Department of Social Services
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AGENCIES AND DEPARTMENTS

Lead agency with responsibility for coordinating programa, policies,
and projects for pregnant and parenting teenagers

Community Health Services

Department of Human Resources
505 East King Street, Roca 600
Carson City, NV 89710

Contact person: Ann R. Malone, M.S.W., Chief, Community Health
N sing

Phone number: (702) 885-4800

Other offices and agencies with responsibility for the following
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Informtion and Services: Community Health
Nursing (CHN)

Preventive/Abstinence Education: CHN

Sex Education: County School Districts (CSD)

Family Life Education: CSD

Maternal Health and Medical Care: CHN; referral to local physician
in county health

Perinatal Medical Care: CHN; referral to local physician i, unty
health

Infant/Child Health and Medical Care: Community Health Nurses do
well-baby exams, refer abnormalities to physicians

Educational and Vocational Assistance and/or Training: Division of
Vocational Rehabilitation

Life Skills Development Training: CSD

Adoption Services: State Welfare Division

Child Care: CNN; referral to Child care centers licensed by
Division of Youth Services

New Programs and Policy Development: Dept. of Human Resources

PROGRAMS AND RESOURCES

1. Family Planning Program. Begun in 1974, this fedecally funded
initiative operates out of the Community Nursing Section of the
Division of Health and Rural Community Health Nursing Offices.
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STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

Nevada noted a 1983 policy change affecting infant health and
medical care: "Effective November 1, :°83, pregnant women [who are
not applying for or receiving Aid to Dependent Children (ADC) for
other children] may apply for and become Medicaid eligible from the
date pregnancy is medically verified."

State's response to survey submitted by:

Christina Wise, Deputy Director
Department of Human Resources
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In HAMPSHIRE

DEMOGRAPHICS

Total female adolescent population by age

1978 1980 1984 (projected)

10-14 38,760 37,079 35,923
15-19 44,600 43,559 39,996

Number of births to teenagers by age of mother

1978 1980 1984

Under 20 1504 1467 1223

Number of married parenting adolescents by age

1980 1984

Under 20 828 575

Number of not married parenting adolescents by age

1980 1984

Under 20 639 648

HEALTH INDICATORS

Percentage of births to teenagers which are low birthweight

1982

10-14 0.7%

15-17 3.0

18-19 5.0

All low-birthweight births, 1983: 5.1%

Percentage of live births to adolescent women who received prenatal
care in the first trimester

1980

Under 20 64.0%

1983 rate for mothers, all ages: 84.8%

AGENCIES AND DEPARTMENTS

Lead agency with responsibility for coordinating programs, policies,
and 2rojects for pregnant and parenting teenagers

None.
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Other offices and agencies with responsibility for the following
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services: Bureau of

Maternal and Child Health (BMCH), Family Planning.

Maternal Health and Medical Care: BMCH

Perinatal Medical Care: BMCH

Infant/Child Health and Medical Care: BMCH

Adoption Services: Division of Welfare

PROGRAMS AND RESOURCES

1. New Directions for Young Men. This federally funded project
offers sexuality education for adolescent males. It is sponsored by

the New Hampshire Division of Public Health Services, Bureau of
Maternal and Child Health, and based at the Strafford County
Prenatal and Family Planning Program in Dover, NH. It is aimed, in

part, at reducing the incidence of unintended teenage pregnancy.

2. Primary Prevention in High Risk Adolescents. This proposal for

a demonstration project with a school-based clinic, was modeled
after the St. Paul, MN Maternal and Infant Care/Adolescent Health
Services Project. This program would service junior and senior high

school students in Sunapee, FH, for a demonstration period from

January 1986-June 1987. It was submitted to the Federal Department

of Health and Human Services, Office of Adolescent Pregnancy
Programs in July 1985.

3. Teenage Pregnancy and Teenage Parent Program. Administered by

the Visiting Nurse Association, Home Health Agency of Greater
Manchester, this program serves pregnant and parenting teenagers and

their families. Home visits, individual and/or group counseling, an
eight-week prenatal education series, a support group, and a weight
reduction and exercise group are the services provided. The program

is funded federally and by the United Way of Greater Manchester.

Contact person:

Phone number:

Sarah Hubbard
Executive Director
Visiting Nurse Association
Home Health Agency of Greater Manchester
194 Concord St.
M.nchester, N.H. 03104

(603) 622-3781

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

Recent policy changes have been made in vocational education,
standard education, parental involvement, involvement of father,
child care, infant health and medical care, and maternal health and

medical care. No description of these changes was provided.

State's response to survey submitted by:

Charles Albano, Bureau Chief, BMCH
Division of Public Health Services
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DEMOGRAPHICS

Total female adolescent population by age

1978 1983

10-14 342,400 282,849
15-19 N/A 332,786

NUmber of births to teenagers by age of mother

1978 190::

10-14 N/A 246
15-17 N/k 11,063

15-17 4432 4064
1Z-19 7408 6999

Number of abortions by a9 of mother

1978 1983

10-14

15-19
198 349
N/A 7643

HMALTH INDICATORS

Infant mortality_rate by age of mother

1980 1982

10-14 17.1 24.4
15-19 18.5 18.2

IIIR for all births, 1983: 11.5

Percents of births to :went re which are low birthwei ht

1978 1980 1982 1984

10-14 14.0% 13.4% 13.0% 20.:
15-19 11.7 11.5 10.9 10.

All low -birthweight births, E83: 7.2%

PrIttajCel of live births to adolescent women who received prenatal
are in the first trimester

Under 20

1980 1982

50.0% 50.9%

1983 rate for mothers all ages: 80.7%
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AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies and
projects for pregnant andiparenting teenagers

Five agenicee are listed as having responsibility in this area.

1. Family Planning Program
New Jersey State Department of Health
CN 364-120 South Stockton Street
Trenton, NJ 08625

Contact person: Dr. Alta Garfield, Co-ordinator

2. Department of Education

Contact person: Mary Guess-Flamer

Phone number: (609) 984-1971

3. Department of Human tervices

Contact person: Audrey arms
Phone number: (609) 633-6111

4. Division of Youth and Family Services

Contact person: Maria Leon

Phone number: (609) 292-0867

5 Nev Tersey Network on Adolescent Pregnancy

Contact persons: Estelle Robinson

Phone number: (201) 932-7798
Ann M. Wilson

Phone number: (201) 932-8636

Other offices and agencies with responsbility for the following
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services: Maternal and

Child Health Services (MCHS)

Preventive/Abstinence Education: Family Planning Program and Family

Life Education Network (FPP/FLEN)

Sex Education: FPP, FLEN, Adolescent Pregnancy Network

Materral Health and Medical Care, Perinatal Medical Care,
Infant/Child Health and Medical Care: The Maternal and Child Health
Program/New Jersey State Department of Health is the lead agency to

maternal, perinatal, infant d child health consultation, technical
assistance and funding for the state of New Jersey. Medical Care is

over-seen by the Medical Society and New Jersey Chapters of AAP and

AGOG.
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PRA:BANS AND RESOURCES

1. The Nr2 program provides prenatal, postpartum, infant and child
health services to adolescents as part of its overall services. NCH
Block Grant funds are used.

2. Family Life Education. (See Statewide Initiatives.)

Contact persous Cathy Waldron
NJ State Department of Education
225 West State Street
Trenton, NJ 08625

3. New Jersey Network for Family Life Education. 50 statewide
private and public agencies which support family life education are
involved in the implementation of this privately funded program. It
is targeted at coammity and school groups and began in 1980.

Contact person:

Phone numbers

Roberta Enowlton
Coordinator

Rutgerr University
Bull.tinq 4087

Kilmer Campus
New Brunswick, NJ 0890 3

(201) 932-7929

4. New Jersey Network on Adolescent Pregnancy. 200 agencies are
involved with this program that provides services for pregnant teens

teen parents. Begun in 1979, it is funded by universities and
private monies.

5. The Resource Book of the New Jersey Network on Adolescent
Pregnancy, lists services and programs for adolescents who are
pregn. . parents or at high risk. These are listed in separate
books each county. A quarterly newsletter, EXCHANGES, is put
out with information for agency personnel involved in providing
services to teens.

Contact persons! Ann M. Wilson
New Jersey Network on Adolescent Pregnancy

Phone numbers (201) 932-8636

Phone numbers

Estelle Robinson
Center for Community Education
Rutgers University
73 Easton Avenue
New Brunswick, NJ 08903
(201) 932-7798

6. Hoboken Family Planning. This federally funded program tries to
roach school children with information and education on family
planning, as well as provide clinical services. It began in 1983.

7. Essex Planned Parenthood. This is a federally funded,
school-based program which began in 1983.

8. Cumberland -Gloucestor Family Planning Program. Directed at
clinics, schools and the community, this federally funded program
provides health education to teenagers, and conducts outreach to
find those in need. It began in 1983.
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9. Mercer Planned Parenthood. A federally funded program that
trained peer counselors for the community and the clinic. Begun in

1983, it was completed in 1984.

10. Atlantic City Medical Center and Family Planning Program.
Directed at the community and clinic, this federally funded program
provides health education and a teen clinic. It began in 1983.

11. Middlesex Adolescent Resource Services. This program is

composed of a network of 30 voluntary and public agencies in one

county. The network provides leadership for comprehensive

approaches to needed services. It works closely with the school

system.

Contact persons Karen Maxim, NAAS
Rutgers CMHC
103 Bayard Street
New Brunswick, NJ 4)8901

Phone number: (201) 249-8500

12. Essex County Network on Adolescent Pregnancy (ECNAP). ECNAP

and the March of Dimes sponsor a series of workshops for pregnant
and parenting teenagers. The goals of this series are to help
teenagers understand their motivations, look at their futures and

make viable decisions. Titles are based on popular soap operas and

song titles.

Contact person:

Phone number:

Mary -Ilion Mess

Youth Consultation Service
284 Broadway
Newark, NJ 07104

(201) 482-8411

13. The Center for Infant Development. This infant-care center is

for the children of teen parents and provides infant care and

parenting training. It is administered and operated by the

Elizabeth school system.

Contact person:

Phone number:

Mary-Ellen Mess
Youth Consultation Service
284 Broadway
Newark, NJ 07104
(201) 482-8411

STATEWIDE INITIATIVES AND RECENT POLICY CHAh.ES

Family Life Education is required in all public schools in New
Jersey as a result of NJ Public Law 6:29-7.1. It was passed In

October 1983.

State's response to survey submitted by:

J. Richard Goldstein, M.D., State Commissioner of Health
Department of Health

-221-

236



ISM MEXICO

DIHOGRAPHICE

Number of births to teenagers by age of mother

1982 1983

10-14
15-19

15-17
18-19

1978 1979 1980 1981

55

4535
1657
2878

57

4484

1606
2878

66
4758

1718
3040

78

4583
1610
2973

61

474.

1679
3062

82
4681
1667
3014

Number of abortions by age of mother

1978 1979 1980 1981 1982 1983

10-14 33 32 35 43 38 39
15-19 1387 1362 15u? 1426 1401 1273

15-17 562 588 548 571 537 471
18-19 824 774 954 855 864 802

Number of fetal deaths by age of mother

1978 1979 1980 1981 1982 1983

10-14 0 0 0 0 1 0
15-19 40 42 28 34 38 27

15-17 11 15 10 9 17 7
18-19 29 27 18 25 20 20

Number of births to unmarried teens

1982

Under 20 2273

HEALTH INDICATORS

Infant mortality rate by Aga of mother

1978 1980 1981

10-19 13.8 11.0 N/A
10-14 N/A N/A 12.8
15-17 N/A N/A 14.3
18-19 N/A N/A 13.1

IMR for all births, 1983: 10.0

Percentage of births to teenagers which are low birthweight

1981

10-14 9.0%
15-17 9.6
18-19 9.2

11 loge-bfttbweight births, 1983: 7.6%
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Percentage of live births to adolescent women who received prenatal care

in the first trimester

1981 1983

Under 20 22.3 26.0

1983 rate for mothers, all ages: 61.5%

EDUCATIONAL INDICATORS

Number of female adolescents dropping out of school

1978 1982

Under 20 2582 3103

Number of female adolescents dropping out of school due to pregnancy

or child care responsibilities

1982

Under 20 484

ECONOMIC INDICATORS

Adolescent unemployment rate

1980

16-19 22.4%

AGENCIES AND DEPARTMENTS

Lead a en res nsibile for coordinatin n rams policies and

projects for pregnant and parenting teenager:

Maternal and Child Health Bureau
Health and Environment Department
Education Outreach, family planning, prenatal clinics
725 St. Michael's Drive
Santa Pe, NM 87501

Contact parson: Jeffery M. Davis, M.D., Bureau Chief

Phone number: (505) 984-0020

Other official' and agencies with responsibility for the following
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services: Maternal and Child

Health Bureau (MCHB)

Sex Education: MCHB

Maternal Health: Health and Environment Department

Medical Care: HSD
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Inf ant /gild Health and Medical Cares NCHS, 1831)-ZDSZT

Educational and Vocational Assistance and/or Training: Department of
Education (DOE)

Llfe Skills Development Training: DOS

Adoption Services: Human Services Department (HBO)

Chile Care: SSD

PROGRAMS AND AX8OURCKS

1. Family Planning Program. The Health and Environment Department
implements this federally and State-funded program. It is directed at
clinics through public health and contracting agencies.

2. New Mexico Organization on Adolescent Pregnancy. Begun in 1980,
this privately funded program aims at community education and
coordination, and is administered by private and governmental agencies
and individual citizens.

3, New Futures School. This comprehensive program for pregnant and
parenting teenagers provides educational services, counseling and social
services, health services and day care facilities. Since opening in
January 1970, the Perinatal Program has served approximately 3,150
cli.nts. The Young Parent'n Center has served about 577 clients since
it opened in November 1979.

Contact person:

Phone number:

Caroline Gaston
Project Coordinator
New Futures School
2120 Louisiana , E.S.
Albuquerque, RN 87110
(502) 883-5680

STATINIDE INITIATIVES AND ASCENT POLICY CHANGES

New Mexico reported a change in parental involvement policy, but no
description of the change toes provided.

State's response to survey submitted by:

Diana Pacheco, Adaihistrative Assistant
Governor's Office of Children and Youth
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YOP1

DXMOGRAPHICS

Total female adolescent population by age

1978 1980 1983

10-14 714,526 689,056 615,257
15-19 795,563 794,932 735,653

15-17 474,741 472,900 430,795
18-19 320,822 322,032 304,858

Number of births to teenagers by age of mother

1978 1988 1983

10-14 523 511 506
15-19 28,397 27,699 26,791

15-17 10244 9968 9477
18-19 18,153 17,731 17,314

Number of abortions to teenagers by age of mothers

1978 1980 1983

10-14 1064 1201 1277
15-19 31,972 32,936 33,291

15-17 12,126 13,026 13,099
18-19 19,846 19,910 20,192

Number of miscarriaTas to teenagers by age of mothers

1978 1980 1983

10-14 38 44 33
15-19 - 1307 1445 1292

15-17 472 510 485
18-19 835 935 807

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and parenting teenagers

Council on Children and Families
Mayor Erastue Corning 2nd Tower, 28th Floor
Empire State Plaza
Albany, NY 12223

Contact person: Dr. Joseph J. Cocozza, Rxecutive Director
Phone number: (518) 474-8038

Additional contact: Suzanne Sennett, Coordinator of the Governor's
Task Force on Adolescent Pregnancy
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Other offices and agencies with responsibility for the following
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services: Department of
Health, Bureau of Reproductive Health (BRB)

Family Life Education: State Education Department

Maternal Health and Medical Care: SRN

Perinatal Medical Care: BRH

Infant/Child Health and Medical Care: Department of Health, Bureau of
Child Health

Educational and Vocational Assistance and/or Training: Department of
Labor and State Education Department

Life Skills Development Training: Department of Social Services (DSS)

Adoption Services: DSS

Child Care: DSS

Evaluation: Council on Children and Families and each dept. as
appropriate

New Programs and Policy Development: Concil on Children and Families
and each dept. as appropriate

PROGRAMS AND RESOURCES

Case Management Service Program. Developed in response to the
Teenage Services Act of 1984, this program is State-funded and
administered by the Division of Family and Children's Services,
Department of Social Services. An advisory board has been establ'shed.
It is developing guidelines for submission of proposals.

2. Teenage Pregnancy Program. The Department of Social Services awards
State funds to public and private agencies in communities with the
greatest pregnancy problems. included are a wide range of services,
with 50 percent of the tunds going to prevent,on programs and 50 percent
to supportive services (e.g. counseling, health care, and help finding
employment) .

3. Family Planning, local assistance. This is State and locally
funded program that provides family planning services for low-income
clients at no cost.

4. Supportive Services. The Division of Families and Youth provides
range of counseling and educational services to at-risk youths, pregnant
adolescents and teen parents, in such areas as health, education, and
employment.

5. Family Life Program. This program was designed to provide regional
coordination and limited financial support to participating school
districts, to help plan and develop family life curricula focusing on
human sexuality and parenting. It is administered by the State Education
Department, through local school districts.
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STATEWIDE INITIATIVES AND MINT POLICY CHANGES

In 1984, under the direction of the Governor, New York began a major
statewide initiative designed to address the problems of adolescent
pregnancy. It contains two major components: The Governor's Task Force
on Adolescent Pregnancy, and a funding program, the Adolescent Pregnancy
Prevention and Services Program.

The Task Force report, issued in February 1985, underscores the
historically piecemeal and uncoordinated approaches, and the failure to
focus adequately on preventive strategies. It proposed instead, *a
prevention strategy which takes a more fundamental approach to
addressing the camas of adolescent pregnancy .... Central to the
framework developed by the Task Force is an increased emphasis on and
refocusing of 1..evention efforts. Past attempts to prevent adolescent
pregnancy have certered on youth already in crisis.

The following recommendations are highlighted in the Task Force report:

review current policies and practices which have an impact on
adolescent pregnancy;

further explain the concept of youth and family development
and propose an appropriate balance with services for pregnant
and parenting adolescents;

develop strategy for implementing the comprehensive state
policy;

involve n broad spectrum of individuals and groups;
identify existing programs and approaches which promote youth
and family development;

strenghten the ability of major institutions and community
organizations to promote youth and family development;
identify effective model' for the delivery of coordinated,
comprehensive services for serving pregnant, parenting and
at-risk adolescents;

develop recommendations to ensure cost-effective funding of
services for pregnant, parenting and at-risk teens;
help to promote the quality and on-going effectiveness of
services;

promote the broader involvement of the community, including
the media, in primary prevention strategies and activities;
increase the knowledge and sensitivity of policymakers,

administrators, and the service providers to the needs of
youth; and
encourage broader application of youth and family
development strategies across youth issues and concerns.

The funding program, the Adolescent Pregnancy Prevention and
Services Program, (Chapter 974, NY8 Laws, 1984) has four principal
components: prevention; greater opportunities for self-sufficiency,
improved coordination; and broader community involvement. It has
received a $5 million appropriation.

State's response to survey submitted by:

Joseph J. Cocossa, txecutive Director
Council on Children and Families
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DEMOGRAPHICS

Total female adolescent population by age

1978 1980 1983

10-14 239,548 235,795 229,013

15-19 271,041 273,807 252,761

Number of births to teenagers by age of mother

1978 1980 1983

10-14 374 466 390

15-19 16,961 24,545 21,866

15-17 6700 9094 7546

18-19 10,261 15,451 14,302

Number of abortions to teenagers by age of mother

1978 1980 1983

422 430 384

8352 963t, 8921

HEALTH INDICATORS

Infant mortality rate by age of mother

1978 1980 1982 1983

Under 15 32.1 32.5 24.7 25.7

15-17 25.8 19.7 19.2 21.2

18-19 22.4 16.8 16.2 17.7

INA for all births, 1983: 13.2

Percentage of births to teenagers which are low birthweight

1978 1980 1982 1983

10-14 15.5% 12.7% 17.0% 17.0%

15-17 11.7 12.3 12.1 12.1

18-19 10.6 9.8 9.8 9.6

All low-birthweight births, 1983: 7.8%

Percentage of live births to adolescent women who received prenatal
care in the first trimester

1978 1980 1982 1983

53.90 55.5% 56.7%

1983 rate for mothers, all agest 77.8%
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ECONOMIC INDICATORS

Number of pregnant and parenting adolescents receiving AFDC

1980 1982 1984

Under 20 3203 4679 4407

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
p.m-loots for pregnant and parenting adolescents

Maternal and Child Care Section

Division of Health Services, Dept. of Human Resources
P.O. Box 2091
Raleigh, NC 27602

Contact person: Dr. Verna Y. Barefoot, Section Chief
Phone number: (919) 733-3516

(North Carolina reports that no agency has lead responsibility for
these activities, but gives the Maternal and Child Caro Section as a
contact and infra:motion source.)

Other offices and agencies with responsibility for the following
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services: Family Planning
Branch, Maternal and Child Care Section, Division of Health Services
(FPB/MOCS/DHS/)

Preventive/Abstinence Education: FPB

Sex Education: FPB

Family Life Education: FPB

Maternal Health and Medical Care: Maternal and Child Health Branch
(MCHO), *X8, DOS

Perinatal Medical Care: NCNB

Education and Vocational Assistance and/or Training: Dept. of
Public Instruction (DPI)

Life Skills Development Training: DPI

Adoption Services: Dept. of Social Services (DSS)

Child Cares DSS

PROGRAMS AND RESOURCES

1. The Adolescent Parentin.: "rogram. This program includes a range
of individual and group services aimed at prevention. The intensive
family-centered servic...' promote family stability and solve problems
which may lead to abuse, neglect, or delinquency of children. The
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program focuses on first-time parents, 16 years of age and younger,
supporting their continued schooling, utilization of social and
health care services, development of parenting and life skills, and
eventual self-sufficiency. The program is funded by Federal, State,

and local sources. It is administered by the State Division of
Social Services and County Departments of Social Services. It is in

the implementation stage in eight counties.
(Note: The Program is a modified version of Project Redirection,
tested by the Manpower Demonstration Research Corporation.)

2. Postponing Sexual Involvement. (See Statewide Initiatives.)

Contact person: Vicki Gerig
Family Planning Brancl
P.O. Box 2091
Faleigh, N.C. 27602

Phone number: (919) 733-4871

3. Statewide Coalition on Early Adolescent Pregnancy. Thi
coalition involves approximately 50 public and private,
youth-serving and policy-making agencies and grows, at the State
and local level. It receives private funding and began in November
1979.

4. Interagency Agreement to Reduce Infant Deaths and Improve Infant

Health. Local public schools, health departments, and social
services agencies, under the aegis of the Department of Human
Resources and the Department of Public Instruction, have a formal
agreement to work toward improved infant health. It began in July

1980.

5. Technical Assistance to Local Coalitions. An effort by
community organizations that is directed by the Governor's Advocacy
Council on Children and Youth. Begun in 1981, over 30 coalition,'

assisted this privately funded project.

6. Single Patent Source Book. This resource index for single
parents, many of whom are adolescents, was published and distributed
in 1980 by the Center for Urban Affairs and Community Services.
It was funded by Federal Title I, Higher Education money.

7. Spranz Grant. This grant, to fund four local projects of an
innovative nature to reduce adolescent pregnancy, is to be
administered by county health departments, school', and local
youth-serving agencies, under the Division of Health Services and
the Department of Public Instruction. It is to be funded with

Federal Mal Block Grant money. It was proposed in August 1985.

A. Adolescent Risk Reduction Funds. These funds, supplied by the
Division of Health Services and county and S'lte agencies, are to be
implemented by county and State agencies, under the State Division

of Health Services. It was proposed in June of 1985.

9. Child Health Counseling Program. program offers one-to-one
counseling and support for teenage mothers. The range of services

are aimed at enhancing the parenting abilities of young mothers,
preventing them from dropping out of school, preventing subsequent,
unwanted pregnancies, and maximizing the mothers' long-term
employment opportunities. It is an ongoing program of the Dart...a

County Health Department, and is funded with county and State
money. 704 mothers have been served since 1977.
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Contact person: John Fletcher, M.D.
Durham County Health Department
414 B. Main Street
Durham, NC 27701

Phone number: (919) 688-9375

10. Community Teen Outreach Program of the Vance County Health
Department. This program aims to increase awareness of teen
pregnancy and parenting issues on the part of parents, teenagers,
and conmunity members, and to have parents lead discussion groups
with teenagers about sexuality. Begun in 1983, and funded by Title
monies, the program is administered by the NC Family Planning

Program.

Contact person: Dennis Retzlaff, Program Consultant
NC Family Planning Program

Phone number: (919) 247-1092

11. Teenage Pregnanacy Coalitions. These are citizen coalitions in
34 counties, trying to raise awareness and educate local ccemun!.ties
about teenage pregnancy, to reduce the incidence of teen pregnancy,
and to establish programs to support teenage parents. It Is
sop,,orted by the Governor's Advocacy Council on Children and Youth
and the Mary Reynolds Babcock Foundation, with leadership from local
health departments and family planning advisory boards. Over 800
local citizens serve on these coalitions.

Contact person: Ms. Helen Hill
Green County Health Care
Box 657
Snow Hill, NC

Phone number: (919) 747-2921

12. Teens and Tots Clinic. A hospital-based clinic which provides
multi- service health care to teenage mothers and their babies at one
site. Health education, contraceptive services, gynecological
exams, WIC, and other social services are also provided. Fathers

are encouraged and included in the program. Costs are absorbed by
Medicaid, patient fees, and the hospital operating budget. 150
families have been served.

Contact person: Suzanne White, M.D.
Make Medical Center
Raleigh, NC

Phone number: (919) 755-8000

13. Wake Teen Medical Services. This program in Raleigh, which
provides medical, contraceptive, and counseling services to
teenagers who are sexually active, aims to provide these services in
a way that is appropriate for adolescents. It is funded with
private grants and patient fees. 300 teens and their families have
participated.

Contact person: Michael F. Durfree, M.D.
619 Oberlin Road
Raleigh, NC

Phone number: (919) 828-0035
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14. Let'c 'elk Campaign. This campaign is designed to increase

awareness and sensitize communitiss to the issues surrounding

teenage pregnancy. Includes are a media campaign, telephone
surveys, community forums, end the establishmert of coalitions. The

campaign is active in three counties, and is supported by the

Babcock Foundation and local health departments. It was developed

by Emory University, and is now in the follow-up stage.

Contact person: Josie Hookway
Pitt County Health Department
1825 W. 6th Street
Greenville, NC

Phont number: (919) 752-4141

15. Adolescent Parent Prevention Program. This is a school-based

program in Greene County, for adolescen* parents. Services provided

include obstetrical and pediatric care for motterr and their babies.
counseling, r ferrals to cummu-4ty resources, nutritional services,
and hna'th aexvices fox the geheral school populatioa. It is funded

by 1 tree ear grant from the Office of Adolescent Pregnancy, with
a possiblf year extension.

(=tem' person: Helen 1.11
Greene County Health Care

Box 657
Snow Hill, NC

Phone number: (9)9) 747-2291

16. Pre-adolescent Gynecological Clinic. This clinic, located at
the local health department in Pitt County, operates one day a week

for adolescents under 15 years of age. It receives ongoing county
and private grant money. 150 adolescents and their parents have

been served.

Contact person: Jos H.% .way

Pitt County Health apartment
1825 W. 6th Street
Greenville, NC

Phone number: (91°) 752-4141

17. How To Say No Campaign. This ongoing, long-term campaign, is
channeled through health fair exhibits, f,,rums, workshops,

brochures, interagency linkages, etc. It promotes community

awareness and local efforts regarding adolescent pregnancy, and
encourages teenagerw tz, resist pressures regarding sexual

activities. it is active in all counties, with 10,000 NC citizens

participating. Funded by Title X money, the campaign is

administered by the NC Family Planning Board.

Contact person: Vicki Gerig
Family Planning Branch
P.O. Box 2091
Raleigh, NC 27602

Phone number: (919' 733-4871
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STATIIMIDI INITIATIVES AND RECENT POLICY CHANGES

In January 198e, the State's Family Planning Branch and the
Governor's Council on Children and Youth Nagar inploosn..- an
initiative enUtled "Postponing Sexual Involvement." The goal of
this initiative is "to enable teens to beLter resist the pressures
to begin sexual activity at an early age." Tapes, slides, and
workbooks on peer pressure, assertiveness training, media treatment
of sexuality, and other issues which influence teenagers'
perceptions of sexuality are included in the curriculum. More than
200 community leaders have been trained in the curriculum, which is
offered in mare than 20 communities. County Health Deportment
educators and nurses, youth leaders, youth agency directors, and
school counselors are also involved.

North Carolina has also developed a plan to increase family
involvement. Its objectives are "(1) to assure that all teenagers
attending family planning clinics are counseled regarding the
importance of memunicating with parents about family planning
needs; (2) to further the advocacy role of the Statewide Advisory
Council network in promoting community understanding of the need for
and importance of family involvement; and (3) to develop a mechanism
to collect data regarding parent and community involvement
activities at the local provider level."

I. the Fall of 1984, the ()Apartment of Public Instruction beg... a
Task Force on Teenage Pregnancy "to examine the current etar s of
school-aged preguant teenagers and teen mothers in an attempt tc,
identify specific recommendations for program development aimed at
addressing identified needs of this special school population."

State's response to survey suhmitted by:

The Honorable James G. Martin
Governor
State of North Carolina
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NORTH DAKOTA

DEMOGRAPHICS

Total female adolescent population by age

1980

10-14 24,715
15-17 17,741

18-19 13,316

Number of births to teenagers by age of mother

1978 1980 1983

10-14 9 7 7

15-17 424 394 293
18-19 1010 937 861

Number of abortions by age of mother

1980 1983

10-14 2 5

15-17 44 106

18-19 89 313

Number of miscarriages by age of mother

1978 1980 1983

10-14 0 0 1

15-17 1 4 4

18-19 9 8 5

HEALTH INDICATORS

Infant mortalit7 rate by age of mother

1978 1980 1982 1983

10-14 111.1 0.0 0.0 0.0

15.17 23.6 15., 7.0 17.1
18-19 10.9 18.1 14.0 10.5

IMR for all births, 1983: 8.9

Percentage of births to teenagers which are low birthweight

1978 1980 1982 1983

10-13 11.11 0.0% 16.7% 0.0%

15-17 7.3 8.8 5.9 9.2

18-15 6.6 5.1 5.0 5.5

All low-birthweight births, 1983: 4.7%
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Percentage of lisle births to adolescent women who received prenatal
care in the first trimester

finder 20

1978 1980 1982 1983

50.9% 59.1% 58.7%

1983 rate for mothers, all ages: 81.5%

60.6%

ECONOMIC INDICATORS

Adolescent unemployment rate

1978 1980 1982 1963

Under 20 8.6% 9.1% 10.7% 8.8%

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and parenting teenagers

1. Office of State Health Officer
Health Department
State Capitol, Judicial Wing, 2nd Floor
Bismarck, ND 58505

Contact person: Dr. Robert M. Wentz, State Health Officer
Phone number: (701) 224-2372

2. Office of Executive D. rector

Department of Unman Services
State Capitol, Judicial Wing, 3rd Floor
Bismarck, ND 58505

Contact person: John Graham, Executive Director
Phone number: (701) 224-2310

Other offices and agencies with responsibilty for the following
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services: Health Department
(HD)

Preventive/Abstinence Education: HD

Maternal Health and Medical Care: ND

Perinatal Medical Care: HD

Infant/Child Health and Medical Cares HD

Educational and Vocational Assistance and/or T: lining: Job Service

Adoption rervices: Department of Human Services (DHS)

Child Care: DHS

Evaluation: Legislature
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PROGRAMS AND RESOURCES

1. Options Pregnancy Outcome Projects. Directed at community health
centers, these projects are jointly run by North rkitota's Departments of
Health and Human Services, the March of Dimes Foundation, Fargo
Community Health Center and Bismarck/Burleigh Nursing Services. The
projects were designed to increase the availability and accessibility of
prenatal and postpartum services to unmarried pregnant women. Prenatal
educ4iitn, nutritional education, pregnancy testing, counseling and
referrals are provided. The projects began in November 1982, and are
federally, State, and privately funded.

Contact person: Yvonne Ereth, Director
Bismarck Optional Pregnancy Outcome Project
409 West Front Avenue
Bismarck, ND 58501

Phone number: (701) 222-6525

2. Pa..enting/Outreach Project. Begun in July 1979, this initiative is
directed at a maternity home. It is implemented by the North Dakota
Department of Human Services, and the Luther Hall Maternity Base. The
project is federally, State and privately funded.

Contact person: Mary Schafer, Director
Fargo Optional Pregnancy Outcome Project
Fargo Community Health Center
1241 2nd Street, N.
Fargo, ND 58102

Phone number: (701) 241-1370

3. Family Life Education Workshops. Implemented by the North Dakota
Departments of Health and Human Services, this program began in
September 1984. It is federally, State, and privately funded.

4. Women's Life Center. Run by the church in Grand Forks, this program
is directed at individuals, community groups and schools. 't is
privately funded.

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

The North Dakota Council on Problem Pregnancy was formed in 1980 to
develop a statewide approach to providing educational and treatment
se,-vices to unmarried parents and their children.* Representatives of
State and community agencies participate on the Council. As part of its
work, the Council and the Department of Rumen Services' Children and
Family Services examined the provision of mentality education in the
State. The final report of this project, issued in February 1983,
concludes that five needs appear to exist in the area of sex education:

(1) more parents need to be involved in sex education
activities, as students:

(2) more parents, after having become students of sex
education, need to become involved in the teaching of sex
education:

(3) more sex education is needed in the primary grades/

(4) more sex education information is needed such as films,
books, speakers, and workshops; and,

- 236 -

251



(5) more information should be geared to the general public to
help illuminate the fact that there is real evident need
for someone (parents, teachers, community agencies, clergy)
to be responsible for providing the necessary information
to the children and young adults of North Dakota.

State's response to survey submitted by:

Robert K. Wentz, N.D., State Health Officer
Department of Health
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OHIO

DEMOGRAPHICS

Number of births to teenagers by age of mother

1978 1980 1983

10-14 375 N/A N/A
15-19 26,416 26,140 23,006

Number of abortions by age of mother

1978 1980 1983

10-14 248 N/A N/A
15-19 10,913 10,798 11,651

HEALTH INDICATORS

Percentage of births to teenagers which are low birthweight

1978 1980 1982 1983

10-14 15.5% 15.9% 16.6% 12.3%
15-19 10.0 9.3 9.2 9.7

All low-birthweight births, 1983: 6.7%

ECONOMIC INDICATORS

Adolescent unemployment rate

1978 1980 1982 1983

16-19 14.9% 17.7% 27.5% 20.9%

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
Projects for pregnant and parenting teenagers

Ohio Department of Health
246 N. High Street
Columbus, OH 43215

Contact person: David L. Jackson, M.D., Ph.D., Director of Health
Phone number: (614) 466-2253

Other offices and agencies with responsibility for the following
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services: Ohio Department of
Health (ODH), Planned Parenthood (PP) of Central Ohio, PP of Medina and

Summit C

Sex Education: PP Affiliates of Ohio
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Family Life Education: Department of Education (DOE)

Maternal Health and Medical Care: ODH

Perinatal Medical Care: ODH

Educational and Vocational Assistance and/or Training: DOE

Life Skills Development Training: DOE, Cooperative Extension

Adoption Services: Department of Human Servic'es (DES)

Child Care: DHS

PROGRAMS AND RESOURCES

1. Improved Pregnancy Outcome Program. This program is designed to
enhance prenatal clinic programs for extended outreach and patient
tracking. Outreach include, public education, primarily for
adolescents, about responsible decision asking, pregnancy, and the
importance of early prenatal care. The State Health Department and 17
local health departments and community action organizations, funded
through the Ohio Department of Health/Bureau of Maternal and Child
Health, are involved in the implementation. The program began on
November 1, 1979, with a Federal grant that has ended. The program has
been continued.

2. Daytime Center for Girls (DCG). This program, designed for pregnant
teens, offers social/educational services, individual and/or group
counseling and on -site child care for postpartum mothers. The total
annual caseload is approximately 200 girls. The program is implemented
by the Family Service of Butler County. It operate. in school and
receives Federal funds, as well as funds from United Way and the Butler
Mental Health Board. It began in 1981.

Contact person: Paula Bryant

Daytime Center for Girls
Family Life Educational Center
115 N. 6th Street
Hamilton, OH 45011

3. YWCA Young Mothers' Club. This is an after - school support group for
pregnant teens and adolescent mothers at the local YWCA. It is
federally and privately funded and began in 1983. There are about 15-20
girls in each session.

4. Marion Adolescent Pregnancy Program. This program offer, support
and education for pregnant teens as well as postpartum follow up for two
years. Begun in 1980, this program is federally and privately funded.
It is directed at public schools, has a referral mechanism with other
local agencies, and has the co-operation of local OB/GYN doctors for
clinical services.

Contact persons: Deborah Shade, Executive Director
Dr. James Beeson
240 E. Church Street
Marion, OH 43302

Phone number: (614) 387 c
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5. Teenage Parents Program (TAP). TAP offers an evening-school program
for pregnant teens that includes an academic program, prenatal education
and parenting skills. Individual counseling is available and family
members and boyfriends are involved. The program is implemented by the
Family Service of Middletown and receives Federal and local funds. It
began in 1976.

Contact person: Barbara Venters
Teenage Parente Program
Family Service of Middletown
29 City Center Plaza
Middletown, OH 45042

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

In 1984, The Ohio State Health Department began a statewide promotion
campaign entitled "Thanks Mom." This is a media initiative about the
importance of early and regular prenatal care, aimed at schools, health
service agencies, social service agencies and private physicians. In
1985 the campaign began addressing the prevention of fetal alcohol
syndrome. More than 9,000 calls requesting information were received in
the first year of the project. Materials are distributed where teens
gather, with the assistance of local health/social service programa and
schools. School health and family life education teachers incorporate
the information into their curricula and often meek speakers from other
maternal and child health projects in the area.

State's response to survey submitted by:

David L. Jackson, M.D., PR.D., Director
Department of Health
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DEONOGRAPNICS

Total female adolescent_Ropulation by age

1978 1980 1983

10-14 114,443 112,047 108,452

15-19 131,620 134,860 139,720

15-17 76,849 77,960 79,626

18-19 54,771 56,900 60,094

Number of births to teenagers by age of mother

1978 1980 1983

10-14 147 146 148

15-19 9427 10,046 9866

15-17 3481 3593 3302

18-19 5946 6453 6564

Number of abortions by age of mother

1983

10-14 104

15-19 3293

1172

18-19 2121

Number of miscarriages by age of mother

1978 1980

10-14 3 3

15-19 88 95

15-17 36 36

18 -19 52 59

Number of out-of-wedlock births by age of mother

1978 1980 1983

10-14 107 121 126

15-19 2949 3198 3461

15-17 1450 1538 1596

18-19 1499 1660 1865
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HEALTH INDICATORS

Infant mortality rate_Lq age of mother

1978 1980 1982 1983

10-14 37.5 38.3 25.3 37.9
15-17 19.6 18.7 14.3 15.6
18-19 17.1 14.7 14.7 12.0

IMF for all births, 1983: 10.9

Infant mortality reported as ratio of matched deaths to total deaths
per 1000 live births.

Percentage of births to teenagers which are low birthweight

1976 1980 1982 1983

10-14 13.6% 13.8% 15.0% 8.1%
15-17 9.2 9.3 8.9 9.4
18-19 8.8 8.1 8.4 7.9

All low-birthweight births, 1983: 6.7%

Percentage of live births to adolnacent women who received prenatal care
in the first trimester

1978 1980 1982

Under 20 51.5% 50.0% 49.1%

1983 rate for mothers, all ages: 67.4%
Of those reporting.

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
Projects for pregnant and parenting tanagers

Maternal Child Health Services
State Department of Health
P.O. Box 53551
1000 N.E. 10th Street
Oklahoma City, OX 73152

Contact person: Marilyn Lanphier, M.P.H., Coordinator of Adolescent
Services

Phone number: (405) 271-4476

Other offices and agencies with responsibility for the following
activities for pregnant and parenting tenagersl

Preventive/Contraceptive Information and Services: Oklahoma State Dept.
of Health (OSDH)

Preventive/Abstinence Education: O8DH

Family Life Education: Home Economics, State Dept. of Vocational
Technical Education

Maternal Health and Medical Care: OSDH
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Perinatal Medical Care: OSDH

Infant/Child Health and Medical Care: OSDH

Adoption Services: Divirion of Children and Youth, Dept. of Hums..

Services

Evaluation: OSDH

New Programs and Policy Development: OSDH

PROGRAMS AND RESOURCES

1. Mlahoma Governor's Advisory Committee on Children, Youth and

Families. This Committee operated from 1980 to 1982, and collected
information, conducted in-depth studies, and provided data and
recommendations to the Governor.

2. Coalition on Adolescent Pregnancy and Parenting of Oklahoma.
Created in the fall of 1984, this coalition is comprised of State health
officials and represent!tti"e!! f-^w. rvivtte organizations. They are

currently planning a statewide conference.

3. Adolescent Health Care Clinics. The MCH service has developed these
clinics .n ten county health departments across the State. They provide

adolescents with health promotion activities, health assessment, early
identification of high-risk behavior, and intervention through treatment

or referral.

%.01,,act person: Marilyn Lanphier
Maternal and Child Health Service
Dept. of Health
P.O. Box 53551
1000 N.B. 10th Street
Oklahoma City, OX 73152

Phone number: (405) 271-4476

4. Oklahoma Adolescent Health Project. In 1982, the Robert Wood
Johnson Foundation provided a grant to create this program. The
objectives are to develop a rural-based consolidated health and mental
health care program and to increase accessibility to this care.

Contact persons: Rebecca Beckman, M.D., Project Director
Byron Williams, Project Coordinator
Oklahoma Adolescent Health Project
OCMH
Room 4B-100
Oklahoma University Health Sciences Center
P.O. Box 26901
Oklahoma City, OX 73190

5. "Dare To Be You." This primary prevention program for
pr,- adolescents (8 to 12 /ears old), aims at reducing the risk of
problem behaviors by developing skills to resist peer preaure, building

strong family support systems and improving communication skills.
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Contact person: Marilyn Lanphier

Coordinator, Adolescent Services
Maternal and Child Health Services
OSDH
P.O. Box 53551
1000 N.B. 10th Street
Oklahoma City, OK 73152

Phone number: (405) 271-4476

6. Margaret Hudson Program. This program provides comprehensive
services to pregnant and parenting adolescents in Tulsa County. It
consistes of four components; academics, health education, counseling
and enrichment.

7. Paul:ne Mayer Group Home. This is a residential facility operated
by he Department of Human Services for teenage mothers in the
Department's legal custody. It promotes parenting and self-living
skills, and provides an opportunity for continued education.

Contact person: Barbara York
Pauline Mayer Group Home
1201 NW 12th Street

Oklahoma City, OK 73117
Phone number: (405) 271-7606

8. TEAM Program. This program is rm.. by the Moore Public Schools for
pregnant adolescents, and provides education with individual referrals
for medical and financial help.

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

There have been recent policy changes in sex education and child care.
With regard to these changes, the survey refers to House Bill 1468
(1982), revising the State's Children's Code.

State's response to survey submitted by:

Joan K. Leavitt, M.D., Commissioner of Health
Department of health
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PENNSYLVANIA

DEMOGRAPHICS

Total female adolescent population by age

1978 1980 1983

10-14 478,000 455,681 426,300
15-19 522,100 535,400 498,200

15-17 N/A 312,058 N/A
18-19 N/A 223,342 N/A

Number of births to teenagers by age of mother

1978 1980 1983

10-14 359 326 363
15-19 21,828 21,749 20,259

15-17 7840 7537 7215

18-19 13,988 14,212 13,044

Number of abortions by age of mother

1978 1980 1983

10-14 642 662 592

15-19 18,931 19,540 16,649
15-17 7867 8020 6832
18-19 11,064 11,520 9817

Number of miscarriages by age of mother

1978 1980 1983

10-14 10 13 5

15-19 368 346 294

15-17 141 140 117

18-19 227 206 177

Total number of female parenting adolescents

1982

Under 20 40,402

HEALTH INDICATORS

Infant mortality rate by age of mother'

1980

10-14 43.2

15-17 17.1
18-19 14.5

IMR for all births, 1983: 11.3

Rates are for single live births.
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Percentage of births to teenagers which are low birthweight

1978 1980 1982 1983

10-14
15-19

16.2% 14.5%
9.7 9.5

12.7% 20.1%
9.9

All lce-birthweight births, 1983: 6.7%

9.6

P ...tentage of live births to adolescent women who received prenatal more
it the first trimester

1978 1980 1982 1983

Under 20 :3.7% 53.8% 52.5% 49.9%

1983 rate for mothers, all ages: 79.0%

EDUCATIONAL INDT'ATORS

Number of female adolescents dropping out of school

1978-79 1979-80 1981-84

Under 20 12,379 ]2,043 1,135

ECONOMIC INDICAT(.-

Number of pregnant and parentine adolescents receiving AFDC

March 1979 March 1983

Under 20 13,524 11,092

Adolescent unemp.,oyment rate

1978 1980 1982 1983 1984

16-19 18.0% 1:.9% 23.3% 23.9% 20.0%

AGENCTT3 AND DEPARTMENTS

Lead amuresponsible for coordinatiauElaglipolicies, and
projects for Iregnant and parenting teenagers

O)vernor's Office of Policy Development
P.O. Box 1323
506 Finance Building
Harrisburg, PA 17105

Contact p rson: Martha Bergsten, Executive Policy Spe, ',list
Phone .x.eber: (117) 787-1954

Other offices and agencies with responsibility for the following
activities for pregnant and parenting teenagers:

Preventive/Cottraceptive Information and Services: Office of Children,
Youth and realise (OCYF), Der'.. of Public Welfare (DPW)
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Sex Education: Dept. Education (DOE)

Family oife Education: DOE

Maternal Health and Medical Care: Maternity Program, Division 4'
Maternal/Child Health, Dept. of Health (DOH)

Perihetal Medical Care: Maternity Program, Division of Maternal/Child
Health, DOH

Infant/Child Health and Medical Care: Child Health Program, Division of
:iateznal /Child Health

Educational and Vocational Assistance and/or Training: Dept, of Labor
and Industry

Life Skills Development Training: DOE

Adoption Services: OCYF, DPW

Chill Care: OCYF, DPW

New Programs and Policy Development: Gov. Office of Policy Development

FROGRAMS AND RESOURCES

1. Allen High Interim School. Begun in 1970, this is one of the oldest
progrr 'Ls for pregnant teens in the Stte. It provides free and
indivi,ualized educational services and child care, and is now
incorporated into a regular high school.

Cont -t person: Robert Klova
Director Middle/Senior High
Allentown City School District
Box 328
31 South Penn Street
Allentown, PA 18105

2. Altoona Area High School, School-Age Parent Program. Offered free
oi charge, t 's ,rogram gives pregnant and parenting adolescents a
cnance to ca plete their high school education and gain parenting
skills. The program is part of te Department of Home Economics, and
has received vocational education funds. Child care is provided

on-campls.

Contact person: Walter Betar, Principal
Altoona Area High School
6th Avenue and 13th Street
kltoona, PA 16602

Phone number: (814) 946-8204

3. Elm Program for Pregnant Students. This program teaches parenting
skills and child development, provides counseling, and coordinates with
community services. 01anized as a separate program in 1969, it is now
housed in regular scnools.
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Contact person: Nettie Sue Brown
Elm Program Coordinator
Harrisburg School District
Box 2645
Harrisburg, PA 17105

Phone number: (717) 255-2507

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

Pennsylvania, under the "Governor's improved Services to Teenage Parents
and Pregnant Teenagers 1985-86 Initiative," hes provided over $4
million (slightly more than half in State funding; half in Federal
support) for new education, job training, day care and health care
services that build on ongoing programs and services.

The initiative focuses on several areas, includir.j:

A Competitive Grant Program for Public Schools, which will
provide funding to schools on a competitive basis to
establish comprenensive programs for pupils who are either
pregnant or who are already parents. An appropriation of
$1,846,300 was proposed, $946,000 from the General Fund and
$900,000 from federal Vocational Education funds.

A Competitive Grant Program to Private Industry Councils
(PIC.), which will provide funds to PIC* to establish job
training programs designed to meet the needs of eligible
pregnant teenagers and teen parents. The PICs will match
State funds with ;TPA funds.

Prenatal care for adolescents will also be expanded, as will efforts
to prevent fetal alcohol syndrome and fetal alcohol effects. A
toll-free Teen Par,,, hotline :11 be established, as well, to
encourage rime/ ?regnant teens to seek help early on, and to provide
information ane referral services to teenagers in all stages of
pregnau,cy and ,:arenthood.

Pennsylvania also reported recent policy changer regarding parental
notification and abortion services. Under the "Abortio: Control Act
of 1982," parental consent or judicial permission must be granted
before an abortion may be performed on adolescents less than 18
yea old.

EtatJ's response to survey submitted by:

Bertha Bergeten
Go'ernor'a Office of Policy Development
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RHODE ISLAND

DEMOGRAPHICS

Total female adolescent population loy age

1980

10-14 36,405

15-19 45,002

Number of births to teenagers by age of mother

1979 1980 1982

10-14 17 18 11

15-19 1479 1481 1399

15-17 467 423 459

18-19 1012 1058 940

Number of abortions by age of mother

1979 1980 1982

10-14 21 14 25

15-19 1286 1475 1432

15-17 342 438 501

18-19 944 1037 931

Number of miscarriages by age of mother

1979 1980 1982

10-14 2 1 3

15-19 82 66 58

1S -17 . 26 25 20

18-19 56 41 38

HEALTH INDICATORS

Neonatal mortality rate by age of mother*

1976-1982

Under 14 25.2

15-17 12.4

18-19 10.8

IMR for all births, 19831 11.7

* Neonatal mortality rate reported as per 1000 live births

Percefitage of births to teenagers which are low birthweight

1979 1980 1982 1983

Under 14 11.8% 16.7% 9.1% 11.1%

15-17 8.6 7.8 10.0 11.5

18-19 9.0 8.5 7.2 9.5

All low-oirthweIght births, 1983: 6.4%
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Percentage of live births to adolescent women who received prenatal care
in the first trimester

1976-1982

Under 20 65.7%

1983 rate foz mothers, all ages: 84.7%

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects f-Jr pregnant and parenting teenagers

Division of Community Services Planning Office
Department of Social and Rehabilitative Services
600 New London Ave.
Cranston, RI 02920

Contact person: Dawn E. Sullivan, Assistant Director
Phone number: (401) 464--423

Other offices and agencies with responsibility for the following
activities for pregnant and parenting teenagers:

Preventive /Contraceptive Information and Services: Family Health, Rhode
Island Department of Health (RIDS)

Preventive/Abstinence Education: Family Planning

Sex Education: Dept. of Education (DOE)

Family Life Education: DOE

Maternal Health and Medical Care: Family Health, RIDH

Perinatal Health: Family Health, RIDH

Infant/Child Health and Medical Care: Family Health, RIDH, Dept. of
Social and Rehabilitative Services (SRS)

Educational and Vocational Assistance and/or Training: DOE

Life Skills Development Training: DOE

Adoption Services: Dept. of Children and Their Fanilies (DCTF)

Child Care: DCTF

Evaluation: Advisory Cormittee for Adolescent Projects, SRS

New Programs and Policy Development: SRS
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STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

In 1985 the Department of Social and Rehabilitative Services began a
$280,000 grant program, the Adolescent Pregnancy-Parenting Program, to
provide comprehensive sery :es to pregmant.and parenting teenagers
though a "case managed service delivery system.. In this program, the

Department purchases services from seven communit/ providers, and the
services are offered in a variety of settingc, including two in- school
settings.

Services provided under this program include health care, education,
social services, housing services, and training and employment. The
Rhode Island Directorate of Children, composed of the five major State
departments with a mandate tc serve children (Health; Education;
Children and Their Families; Mental Health, Retardation and Hospitals;
and, Social and Rehabilitative Services), the State Budget Office, and a
community children's advocate, the Southeastern New England United Way,

assist in fundiLg this effort.

The survey noted policy changes in the areas of sex education, parental
involvement, ald maternal health and medical care. No description of

these changes was provided.

State's re orwm, to survey submitted by:

The Honorable Edward D. DiPrete
Governor
State of Rhode Island
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BOOTH CAROLINA

DEMOGRAPHICS

Total female adolescent population by age

1980 1982

10-14 130,702 131,637
15-19 154,126 153,040

Number of births to teenagers by age of mother

1974 1980 1982

10-14 347 287 261
15-19 10,083 9941 9280

15-17 4125 4003 3540
18-19 5958 5938 5740

Number of abortions by age of mother

1978 1980 1982

10-14 155 150 151
15-19 3404 4080 3681

15-17 1594 1810 1559
18-19 1810 2270 2122

Number of fetal deaths by age of mother

1980 1982

10-14 6 1

15-19 137 146
15-17 N/A 61
18-19 N/A 85

HEALTH INDICATORS

Infant mortality rate by age of mother

1980 1982

Under 15 55.7 23.0
15-19 23.3 22.8

ImR for all births, 19831 15.0

Percentage of births to teenagers which are birthweight

1978 1980 1982

10-14 19.0% 17.0% 15.0%
15-19 12.0 12.0 13.0

All low-birthweight births, 19831 8.6%
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AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programa, policies, and
projects for pregnant and parenting teenagers

None.

Other offices and agencies with responsibility for the following
activities for pregnant and parenting teenagers:

Preventive/Contraceptive Information and Services: South Carolina Dept.

of Health and Environmental Control (SCDHEC)

Maternal Health and Medical Care: SCDHEC

Infant/Child Health and Medical Care: SCDHEC

PLOGRAMS AND RESOURCES

1. Teen Pregnancy Reduction Network. (See Statewide Initiatives.)

Contact person:

Phone number:

Ruth Martin
Health Education Consultant
Office of Health Education
S.C. Dept. of Health and Environmental Control
2600 Bull St.
Columbia, SC 29201

(803) 758-5555

2. "Teen Pregnancy in South Carolina: Everbody's Problem." The first
volume has been completed, and includes recomaendations, statistics,
public-sector costs of teenage pregnancy, and a eescription of programs
and services. (See Statewide Initiatives.)

Contact person:

Phone number:

Peter Lee
Planning and Evaluation Co.lultant
Office of Health Education
SCDHEC
2600 Bull St.
Columbia, SC 29201

(803) 758-5555

3. Comprehensive Adolescent System of Health (CASH) Project. This
project includes an in-school adolescent health care program, affiliated
health services at a local hospital, prevention-oriented educaticn, and
linkage between existing social services. The Richland County
demonstration program is aimed at preventing unwanted pregnancy and
minimizing the risks of adolescent pregnancy am parenting.

4. Facts of Life. In October 1984, the Division of Maternal Health,
South Carolina Department of Health and Environmental Control (SCDHEC),
assembled and distributed this package of parent-education materials
enabling parents to be better prepared to communicate with their
cialdren about sexuality.
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6. Teen Companion Progrom. The goal of this program is to reduce the
rate of teenage pregnancies in families receiving AFDC, thus reducing
the public cost of support to second generations of these families. The
methodology of the Teen Companion Program is one which seeks to ^hangs
behavior through intensive educational, health, and emotional services
mediated through para -professional adult and teen companions supported
by professional training, supervision, and counsel. The program is
administered by the SC :apartment of Social Services and a services
coordinator for each county or group of counties.

Contact person: Leo Richcrdson, Ph.D.

Special Assistant to the Commissioner
State Department of Social Services
P.O. Box 1520
Columbia, S.C. 29202

Phone Number: (803) 752-3027

8. Adolescent Pregnancy Child Watch Project. A comeunity-level effort
to gather and disseminate information on teen pregnancy. The effort is
supported by a group of non-profit agencies and utilises volunteer help.

Contact persons: Mrs. Sarah Leanord
Convenor
S.C. State Me:Janina/NC:4W
11 Captive Row

Charleston, S.C. 29407

Dr. Alma Byrd, S.C.
Coordinator for

Adolescent Pregnancy
Child Watch Project
2327 Willow Street
Columbia, S.C. 29204

9. "Speaking the Truth in Love." PiblithJd in May 1985, this mama on
teenage pregnancy and the black family is by the Baptist Educational and
Missionary convention, for use by churches and other interested groups.

Contact person : Baptist Educational and Missionary Convention
2334 Elmwood Avenue

Columbia, S.C. 29204
Phone number: (803) 254 5859

10. "Postponing Sexual Activity." 51 staff members from all health
districts in the State, were trained to use these materials which were
developed at Emory University in workshops with parents and teenagers.

11. Delta sigma Theta sorority. The sorority's theme project, focusing
on the black family, has spawned conferences since April 1985, and a
task force.

12. Resource Mothers Project. This is a support program for pregnant
teenagers which has been successful at reducing the rate of
low-birthweight births. SCDHEC, Division of maternal Health received a
three-year Special Project giant in the Fall of 1985 to expand the
program.

13. Conference on Effective School-based Sexuality Education Programs.
Hosted by the State Department of Health Education and State agencies,
this conference discussed the teen pregnancy situation and effective
school-based clinic models.

14. Adolescent Reproductive Risk Reduction (3R) Curriculum. This
public school currriculua is supported with a three-year Special Project
grant awarded to SCDHEC, Department of Hea)th Education.
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STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

The "Teen Pregnancy Reduction Network" was established in December 1984,
ny black leaders to reduce teen pregnancy and its effects on black
families. The "Network" is composed of leaders of several black
organizations, the State Department of Social Services, and the
Governor's Office. The "Network" has helped to sponsor conferences and
workshops and to plan teen pregnancy prevention targeted to teen
children of mothers receiving AFDC. The "Network" also publishes a
quarterly newsletter covering national, State and local efforts.

On October 17, 1985 the Governor signed an Executive Order creating a
Statewide Task Force on Prevention of Teenage ''regnancy to develop a
comrrehensive plan for a coordinated statewide approach to the
prevention of teenage pregnancy." The Task Force is scheduled to report
to the Governor by May 1986.

The South Carolina Department of Health and Environmental Control is
preparing to issue Volume II of the report, "Teenage Pregnancy in South
Carolina: Everybody's Problem." The initial report, published in 1983,
includes several recommendations. A preliminary draft of Vol. II of the
report includes more detailed data, as well as possible approaches for
the prevention of teenage pregnancy. It also provides nearly 20
recommendations for the "primary prevention of teenage pregnancy" and
for "secondary prevention of the sequelae of teen parenthood." They
include:

Primary prevention

- - develop a State Pregnancy Prevention Plan which addresses
issues of policy, coordination and adequacy of services;

- - provide state funding for comprehensive family life and
reproductive health education in grades K-12;

- - develop policies and programs that encourage girls to
participate in meaningful vocational education;

-- increase the efforts being made to provide job opportunities
and community volunteer activities for youth;

- - provide innovative alternative education programs, targeted

to poorer communities and those with high dropout rates;
- - establish school-based comprehensive health services for

adolescents which meet basic health needs of teens and
provide counseling and referral as needed;

-- identify pre-teens at hiql, risk for pregnancy and direct
intervention efforts to them before they become sexually
active;

-- focus teen pregnancy prevention on young males;
- - direct pregnancy preventicL programs toward the syndrome

nature of teen problem behaviors;

-- increase the number and scope of health education programs in
schools, youth agencies, churches, health care agencies, and
on television and radio;

- - relax restrictions on distribution and advertising of
nonprescript4c:. contraceptives;

- - include health education reproductive risk reduction
objectives and skills in the Basic Skills Assessment Program
for 8th and 11th ;trade;

- - support the DSS sponsored "Teen Companion Program," which is
a project aimed at reducing tee;..:;" -..zizr in AFDC

households;

-- join the Teen Pregnancy Reduction Network;
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Secondary prevention

-- coordinate assistance progress;
-- include family planning, prenatal care, and well -baLy care in

comprehensive health care for 'Gomm;
-- make early pregnancy testing available Cron school nurses in

miens and nigh school;
-- increase educational and outreach efforts to promote earlier

entry to prenatal care for pregnant teens.

The draft report also mentions a number of cavity and local
initiatives on the adolescent pregnancy issue, in.ludir7 worksnops,
triinings, and local coalition activities.

State's response to survey submitted by:

The Honorable Richard W. Riley
Governor
State of South Carolina
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SOUTH DAEOTA

DEMOGRAPHICS

Total female adolescent population by age-

1980

10-14 26,647

15-19 34,025

15-17 19,621
18-19 14,404

Number of births to teenage,. by age of mother

1978 1980 1983

15-19 1817 1790 1459

15-17 N/A 535 409

18-19 N/A 1255 1050

Number of abortions by age of mother

1978 1980 1983

15-19 524 475 518

15-17 N/A 187 211

18-19 N/A 288 307

Number of miscarriages by age of mother

1980 1983

15-19 14 10

HEALTH INDICATORS

Percen'ulge of live births to adolescent women who received prenatal care

in the first trimester

1983

Under 20 51.4%

1983 rate for mothers, all ages: 72.1%

ECONOMIC INDICATORS

Number of pregnant and parenting adolescents receiving AFDC

1978 1980 1982 1984

16-20 680 738 441 402

Adolescent unemployment rate

1978 1980 1982 FY 1983

Under 20 5.9% 8.5% 12.0% 14.8%
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AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
Projects for pregnant and parenting teenagers

Maternal and Child Health
Division of Health Services
Department of Health
523 E. Capitol
Pierre, SD 57501

Contact person: Sandra K. Durick, Program Director
Phone number: (605) 773-3737

Other offices and agencies with responsibility for the followi.,g
activities for pregnant and parenting teenagers:

Preventive/Contraceptive Information and Services: Family Planning
Program, Dept. of Health (FPP/DOH)

Preventive/Abstinence Education: FPP, DOH

Maternal Health and Medical Care: Maternal and Child Health (MCH)
Program, DOH

Perinatal Medical Care: MCH Program, DOH

Infant/Child Health and Medical Care: MCH Program, DOH

Educational and Vocational Assistance and/or Training: Department of
Vocational Education

Adoption Services: Department of Social Services (DSS)

Child Care: DSS

PROGRAMS ANT) RESOURCES

1. Methodist Hospital. This community hospital runs a variety of
programs including parenting education, child care, and in-service
education. It has also established a support center for parents who
have lost a child. These programs, begun in October 1983, receive
Federal and private funds, and involve the Department of Health.

2. Pcsitive Parent Network. The Department of Health is involved in
implementing these educational programs which dry run out of a zommunity
education center. Initiated October 1984 with Federal and private
money, the network provides teenage parenting education, support
sessions, childbirth education, and child care.

3. Indian Health Management, Inc. This organization provides prenatal
education, postpartum visits, well-child visits, and transportation to
the Rosebud reservation. They receive Federal and private funds for
salaries for MCH outreach workers. The program started in October 1984.

4. Lower Brule Sioux Tribe. Begun in 1983, this program provides
health education, prenatal education and well-child visits, It receives
Federal and private funds.
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5. NCR block grant, and Title X Lunde are used to fund a variety of
parenting classes around the State.

State's response to survey submitted by:

Timothy R. Koehn, Program Administrator
Children, Youth, and Family Services, Department of Social Services
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TENNESSEE

DEMOGRAPHICS

Total female adolescent population by age

1978 1980 198:,

10-14 184,292 180,538 175,221
15-19 204,887 210,756 201,859

15-1i 122,245 124,761 118,829
18-19 82,642 85,995 83,030

Neer of births to teenagers by age of pother

1978 1980 1983

10-14 359 291 272
15-19 13,830 13 468 11,557

15-17 5596 5349 4292
18-19 8234 8119 7265

Number of abortions by age of mother

1978 1980 1983

1)-14 19° 234 229
15-1., 4793 5673 503S

15-17 1824 2201 1925
18-19 2966 3472 1114

Number of out-of-wedlock births by age of .pother

.'8 1979 1980 19P1 1992

10-14 292 268 248 260 24,
15-15 5139 5687 5729 5583 5461

HEALTH LNDICATORS

Infant mortality rote by age of mother

1978 1980 1982 1983

Under 15 61.3 27.5 2,.0 55.1
15-17 23.1 18 5 20.7 18.e
18-19 19.3 16.3 15.8 18.3

ImR for all births, 1983: 12.8
* IMR reported as per 1000 live births age specific.

Percentage of births to teenagers which are low birthweight*

1978 1980 1982 1983

10-14 15.0% 13.7% 1?.4% 12.9*
15-1' 11.4 11,3 11.7 11.2
18-19 10.2 10.1 10.1 10.1

All low-birthweight births, 1983: 8.0%
LBW sporte' e a percent of live births age specif'c.
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Percentage of Live births to adolescent wow' who received prenatal care
in the first trimester

Under 20

1978 19d0 1982 1983

49.5% 53.8 51.3% 51.6%

1983 rate for mothers, all ages: 74.7%

TDDNOMIC I DICATORS

Adolescent unemployme.t, rate

1980 1982 1983 1984

16-19 20.8% 34.3% 28.5% 25.8%

AGENCIEL AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and lArenting teenages

General services: Childrsn Service Commission
:600 Kars K. Polk Building
Nashville, TN

MCH services:

Social Services

Contact person' Karen Edwards, M.L , Executive
Director

Phone ncmber: (615) 741-2633

Reproductive Health Services
Natural and Child Health
Department of Health and Environment
100 Ninth Avenue North

Nashville, TN 37219-5405

C person: Me. Margaret F. Major, Director
Phone number: (615) 741-7335

Parenting and Placement Service
Del.artment of Human Services
111 Seventh Avenue North
Nashville, TN 37203

Contact persons Miss Bertalee QuarY,
Specialist III

Phone number: (615) 741-5938

Program

Other offices a.i agencies with responsibility for the following
activities for pregnant and parenting teenagers:

Preventive/Contraceptive Information and Services: Department of Heal%m
anu Environment (DIE)

Preventive /Abstinence Iducation: DH2

Maternal Health and Medical Care: DMIC
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Perinatal Medical Care: DHE

,nfant/Child Health and Radical Care: DHE

Educational and Vocational Assistance and/or Trawling: Dept. of
Education

Adoption Services: Dept. of Human Services (DHS)

Child Carr DHS

PROGRAMS AND RESOURCES

1. Crittenton Services of Nashville. This private, non-profit agency
provic.,:s rapport services to pregnant teenagers, expectant fathers, and
teen parents and their families, through a multi-faceted community-based
program. The services includc school-based counseling, community-based
counseling, telephone information and referral, case advocacy, and
traitung.

Contact person: Mrs. Amy Kammer, Executive rector
Phone number: (615) 255-2722

2. Rule High School. This school sponsors a day care program for
teenage parents who take turns caring for the (ren.

Contact person:

Phone number:

Lynn Overholt
Rile High School
1919 Vermont Ave.
Knarville, TN 37921
(615) 525-2892

3. Consortium on Adolescent Pregnancy and Parenthoo4 (CAPP). A group
of agencies based in Nashville rest monthly to share information and to
plan ways to better educate the sme.mity on the problems of teenage
pregnancy. They have published a brochure, "Teenage Pregnancy: Cause
for Concern."

Contact: CAPP
P.O. Box 152,7
Nashville, Tr 37213

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

Tennessee began the "Governor's Healthy Children's Initiative" in 1983.
It is chaired by the Fast Lady and includes the Departments of Health
and Environment, Human Services, Mental Health and Retardation, and
Education; the Children's Oorvices Commission; and various other public
and private agencies. It is a four-year program designed to promote
healthy development among the children of the State. Although no funds
were specifically earmarkel for teen pregnancy efforts, the Initiative's
components directly addre :. many of the problems of adolescent pregnancy.

In its first year, the inftiative focused on expanding prenatal care,
networking, and increasing public awareness these issues. A
toll-free telephone 1. le is publicized in public schools, advising
adolescents who are pregnant or think they are pregnant to call.
Adolescents are prov,ded information, and referrals are made as needed
and appropriate.
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The initiative will also concentrate on developing a systematic and
effective mechanism for identifying high-risk infants and ensuring that
services are received. The final year of the initiative will examine
school health and develop models for providing health education and
health services in the schools. Parents and churches are encouraged to
support family life education. The Department of Health and Environment
has primary responsibility fcr implementing the initiative.

Tennessee noted policy changes in parental involvement, involvement of
father, adoption services and counseling, and maternal health and
medical care. The State's prenatal care program. founded in 1982, has
emphasized services to high-risk groups, including teenagers. With
regard to adoption, Tennessee has focused on s king families who arm
willing to adopt teenagers And preparing teens for possible placement.
The State ham also emphasized increased involvement of all biological
-arents in dncision-making and creating greater public awareness
,ncerning the availability of adoption services. Also, a "putative

father registry" has been established.

State's response to survey submitted by:

Rachel Touchton, Assistant Commissioner for Social Services
Department of Human Services
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DEMOGRAPHICS

Total female adolescent population by age

1984

10-14 1,264,941
15-19 1,363,962

Number of births to teenagers by age of mother

Under 20
Under
12

13

14

15

16

17

18

19

12

1981 1984

50091

't

26

154

816

2888
5954

9729
13,502

17,020

46987
1

27

197
863

.516
5616
8886

12,590

16,193

Number of not married female adolescent parents by age

1970 1981 1982 1984

Under 20 11,099 16,780 17,512 17,650
Under 12 N/A 1 N/A 1

12 N/A 25 N/A 23
12 N/A 138 N/A 175
14 N/A 557 N/A 592
15 N/A 1633 N/A 1517
16 N/A 270 N/A 28v0
17 N/A 3624 N/A 3678
18 N/A 4034 N/A 4334
19 N/A 4065 N/A 4530

PROGRAMS AND RESOURCES

1. Three State agencies sponsor the major health and human services
programs which moor directly affect adclescent parents. The Texas
Department of Health, the Texas Department of Human Services and the
Texas Education Agency administer these federally and State - supported
programs throughout the State.

2. The Texas Educttion Agency serves pregnant adolescents through its
general special-education component.

3. Their is one State-sponsored transportation program which is
partially fund" through the Social services Block Grant. Th_s effort
transports teenagers to sites where services are located.
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4. Teen Parent Self-Sufficiency Program. The Department of Human
Services, the Department of Health, the Department of Mental Health and
Mental Retardation, and the Department of Community Mfairs /JTPA (Job
Training Partnership Act) are involved in this pilot project
specifically designed to meet the needs of the pregnant &dol. scent. The
program focuses on the needs of teen parenzs in health, education and
employment preparation.

5. "The Final Report on Adolescent Pregnancy and Teen Parents." (See

Statewide Initiatives.)

Contact persons Audrey A. Arechiga,
Planning Assistant
Texas Health and Human Services
Coordinating Council
P.O. Box 12428
Austin, TX 78711

. Education for Parenthood. Located in Austin Independent School
District (AISD), this program was originally funded in 1970 by Title
IV-C. The program is open to male and female students. The curriculum
is designed to enhance the quality of family life through the development

of parenting skills. Courses in homemaking, child development, and

physical end reproductive health are included. In 1981, 2,500 male and
female students participated. Incorporated in Education for Parenthood

are Infant and Family Development Centers. Located on four school
campuses, these centers serve intents and children. They also --.e-ve as

day care facilities for school-age parents in the district.

7. Xealine Teenage Parent Program (AISD). This program served 194
stualents in the 1979-1980 school year. In addition to the regular
academic curriculum providsu at the school, individual counseling,
education on child development, vocational education, child abuse
prevention, and health and nutrition were offered. Included in this
program was the Keeling Infant Development Center where there was space
for 30 infants. The Infant Center is operated on a contract basis
by Child, Inc., a federally funded child care agency in Auff.in.

8. New Lives. A comprehensive program for pregnant teem; .n the Ft.
Worth Independent School District.

9. The TX Department of Human Resources purchases day care services
for certain low-income familiss through Title XX and Child Protective
Services. In addition to the school-aged parents who may have used
Title XX purchased day care service, in community-based centers, the
Child Protective Services division had contracts with four day care
centers providing care for the babies of unmarried school-age mothers.
These contracts were located in Amarillo, Nacogdoches, El Paso, and Ft.

Worth. With the exception of the Amar4110 center, these centers were
located on school campuses for pregnant teens. In 1981, 1,238 unmarried

teen mothers utilized these services. 75 percent of the funds used were
Federal.

STATEWIDE thITIATIVES AND RECENT POLICY CHANGES

The Select Committee on Te...nags Pregnancy, created in the Sixty-Seventh
Legislature, presented its Zia*, report to the Legislature in 1982,
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Since then, weveral developments have affected services to pregnant and
parenting acJlescents. The Texas Health and Human Services Coordinating
Council was formed at the request of the legislature in 1983 to examine
.1nd evaluate services for children. In October 1985, the Council issuel
a "Final Report on Adolescent Pregnancy ald' 'n Parents." This Report
describes the present service system for the population, identifies
those recommendations of the Select Committee that have not yet received
consideration, and presents recommendations for the future.

The recommendations "focus on th, need for interagency planning and
cooperation to serve this population," and include:

1. t the Texas Health and Human Service Coordinating Council
(TMSCC) and program staff from the Department of Community
Affairs (TDCA), the Texas Education Agency (TEA), the
Department of Health (TDH), the Department of Human Service.
(TDHS), the Department of Mental Health and Mental
Retardation (TOMER), and the Texas Youth Commission (WC),
develop a three-year plan for prevention efforts and program
development for adolescent pregnancy. This plan should take
into account the need for transportation and day care in
order to see it possible for pregnant teens and teen
parents to obtain services. This plan should be completed
and endorsed by the agencies by June of 1986.

2. That the Council work with TEA staff on a study of the
effectiveness of present education ..lternatives for pregnant
teenagers and teen parents. The report should include
demographic data, geographic distribution, dropout rates,
costs per student, feasibility of school-based day care
programs, and recommendations for funding cnanges.

3. That the Council work with TEA curriculum staff in gathering
information from Texas and other states regarding
comprehensive reproductive, family life, and parenting
edcuation programs in schools. This should lead to the
development of recc ndations to be presto I to the State
Board of Education .u. its consideration. an effort should
be made to enlist the help of privnte organizations, and
should include a review of the literature in this area.

4. That the agency representatives end THHSCC staff, described
in Recommendation 1, investigate the feasibility of
developing a "Teeniine." This group should develop a final
report which will include a proposal for the administration
and operation of the "Teenline" and a breakdown of costs and
resources needed to implement the information and referral
component. The report should be preparfd for Council
co-osideration by June 1, 1986. At A.his time, a decision
Auuld be made whether to work toward implementing the plan.

5. That a follow-up report on the status of services to the
above populations be completed and presented to Council and
other interested parties by September 1, 1987.

he report also cites two recent legislative changes: the passage
of th. "Indigent Health Care Legislative Package" and approval of an
increased average grant for recipients of Aid to Families with
Dependent Children.
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State's response to survey submitted by:

Audrey A. Arechiga, M.S.S.W., Planning Assisti,nt
Texas Health and Human Services Coordinatirg Council
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UTAH

DEMOGRAPHICS

Teenage rertility rate*

1978 1979 1980

15-19 62 64 65

TFR reported as per 1000 live births.

Abortion rate for white females by age

1978 1979 1980 1981

15-17 6.0 8.0 3.6 7.7
18-19 16.0 17.9 17.8 18.9

AGENCIES AND DEPARTMENTS

Lead agency re -,onsible for coordinating ...rograms, policies, and
projects for pregnant and parenting teenagers

Family Health Services
Department of Health
44 medical Drive

Salt Lake City, UT 84113

Contact person: Peter C. van Dyck, M.D., M.P.H., Director
Phone numbe,: (801) 533-6161

Other offices and agencies with rersponsibility for the following
activities for pregnant and parenting adolescents:

Maternal Heal..h and Medical Care: Department of Health (DOH)

Perinatal Medical Care: DOH

Infant/Child Health and Medical Care: DOH

Educational and Vocational Assistance and/or Training: Department of
Education

Adoption Services: Department of Social Services (DSS)

Child Care: DSS

PROGRAMS AND RESOURCES

1. Y-Teen Home. This is a program of the YWCA, which provides
residential care for pregnant teens under age 19 during the last half of
their pregnancies, and up to three months postpartum (if the mothers
choose to keep their infants) The home opened in May 1982.

Contact p rson: Stephanie Velsmid
YWCA
322 East Third Street
Salt Lae City, UT 84111

Phone number: (801) 355-2804
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STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

Policy changes have been made in: provision of contraceptive services,
sex education, parental notification/consent, parental involvement,
abortion counseling, and abortion services. No description of these
changes was provided.

State's response to survey submitted by:

Thomas J. Wells, M.D., P P.M., Director
Maternal and Infant Health Bureau, Department of Health
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DEMOGRAPHICS

Total female adolescent population by age

1978 1980 1983

10-14 21,540 20,720 19,751
15-19 25,61E 25,735 23,309

15-17 14,064 14,033 12,262
18-19 11,554 11,702 11,047

Number of births to Leenagers by age of mother

1978 1980 1983

10-14 9 8 7

15-19 879 992 844
15-17 301 289 242
18-19 578 703 602

Number of abortions by age of mother

1978 1980 1983

10-14 10 18 9

15-19 591 743 640
15-17 205 255 249
18-19 386 488 391

Number of fetal deaths by age of mother

1978 1980 1983

10-14 0 0

15-19 7 14 4

HEALTH INDICATORS

Infan mortality rate by age of mother

1978 1980 1982 1983

Under 15 0.0 0.0 0.0 0.0

15-17 29.9 24.2 25.1 12.4
18-19 20.8 14.2 17.3 8.3

ImR for all births, 1983; 8.7

Percentage of births to teenagers which are low birthweight

1979 1980 1982 1983

10-14 22.0% 25.0% 20.0% 14.0%
15-17 10.0 11.0 8.0 5.0

18-19 8.0 6.0 7.0 5.0

All Low-birthweight births, 1983: 5.9%

-270 -

285



Percentage of live births to adolescent women who received prenctal care
in the first trimester

Under 20

1978 1980 198: 1983

57.0% 59.0% 62.0%

1983 rate for mothers, all ages: 82.9%

64.0%

ECONOMIC INDICATORS

Number of teenage mothers receiving Aid to Needy Families and Children

April 1984 January 1985

13-19 442 413
13 1 1

14 0 2

15 10 5

16 24 24
17 62 51

18 143 135
19 202 195

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and parenting teenagers

Agency of Human Services
Office of the Secretory
103 South Main St.
Waterbury, VT 05676

Contact person: Stephen F. Chupack. Staff Assistant to the Secretary
Phone number: (802) 241-2220

Other office and agencies with responsibility for the following
activities:

Maternal Health and Medical Care: Department of Health (DOH)

Perinatal 11.0:1-41 Care: DOH

Infant/Child Health and Medical Care: DOH

Educational and Vocational Assistance and/or Training: [apartment of
Education

Adoption Services: Department of Social -nd Rehabilitation Services

Evaluations Division of Planning, Agency of Human Servicec

Wed Programs and Policy Development: Office of the Secretary, Agency
Human Services
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PROGRAMS AND RESOURCES

1. Family Support Day Care Services. This two-year, State-funded
program begat in 1984. It is operated by the Department of Social and
Rehabilitation Services, and targets "at-risk families for regulated
day care services.

2. Family Support Program. This program was crested in 1984 , and will
rr,, for two years. It receives State funds, and is operated by the
Department of Social and Rehabilitation Services, the University of
Vermont, and 12 local agencies. The program provides short-term,
in-home skill building services for parents "at risk."

3. Parent-Aid Program. This federally funded program, created in 1980,
was in operation for four years. It was run by various local agencies
which aimed at developing parenting services in private agencies.

4. Healthy Start. This program teaches parenting skills to first-time
pregnant women in the White River and Springfield Health Department
districts, and is administered by the Agency of Human Services. Women
are divided into two groups; one receives bi-weekly structured home
visite, the other receives the he visits, but also participates in
bi-weekly structured support groups following birth. Trained public
health nurses are responsible for delivering services.

5. Hand in Hand and Partners for Growth. The Agency of Hunan Services,

with foundation support, is operating two demonstration programs also
designed to provide at-risk families (including adolescents) with
intense home visiting, support groups, and parent education/training.
Para-professionals with nurse supervision provide the services. The

major objectives are improvement in parenting skills, the parent/child
relationship, and child development.

6. The Single Parent Opportunity Program (SPOP). The Vermont
Department of Social Welfare has implemented this program which in
designed to provide services and training opportunities to single
parents who have at least one chiles under ;ix and are receiving Aid to
Needy Families and Children (ANFC).

7. Bennington Teenage Pregnancy Project. This project, starved in 1984,
is supported with Health Department funds, and coordinated through the
Secretary's Office in the Agency of Human Services. Its primary purpose
is to provide coordinated case services for pregnant girls, age and

under in Bennington. Approximately 32 girls are participating. A Teen
Pregnancy Counselor, Kristin Williams Propp, is employed to work with
State agencies, and local social service and health providers.

8. Addison County Parent/Child Center. This center runs a variety of
programs for pregnant and parenting teenagers. It receives Federal,
State, local, and private funding.

Contact:

Phone number:

Addison County Parent/Child Center
Box 646
Middlebury, VT 05753

(802) 388-3171

State's response to survey submitted by:

Stephen F. Chupack, Staff Assistant
Agency of Human Services
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VIRGBUL

DEMOGRAPHICS

Number of births to teenagers by age of mother

1978 1980 1983

10-14 275 231 234

15-19 11,953 11,889 10,500

15-17 4527 N/A 3565

16 -19 7426 N/A 6935

Number of abortions by age of mother

1978 1980 1983

10-14 378 375 354

15-19 9319 9358 8378

15-17 4018 N/A 3578

18-19 5301 N/A 4800

Number of fetal deaths by age of mother

1978 1980 198;

10-14 36 32 15

15-19 935 815 739

15-17 360 N/A 260

18-19 575 N/A 479

HEALTH INDICATORS

Percentage of births to teenagers which are low birthweight

1979 1980 1982 1983

10-14 16.0% 15.0% 16.0% 17.0%

15-1Q 11.0 11.0 10.0 3n.0

All low-birthweight births, 1983: 7.2%

Percentage of live births to adolescent women who receivec prenatal care

in the first trimester

1979 1980 1992 1983

Under 20 33.0% 33.0% 32.0% 11.0%

1983 rate for mothers, all ages: 80.0%

EDUCATIONAL INDICATORS

Number of female adolescents dropping out of school

1978 1980 1982 1983

Under 20 9795 9000 7990 7381

-273 -

56-784 0 - 86 - 10 288



ECONOMIC INDICATORS

Adolescent unemployment rate

1978 1980 1982

Under 20 17.6% 13.811 20.01

AGENCIES AND DEPARTMENTS

Lead agencl responsible for coordinating programs, policies, and
projects for Pregnant and parentinm_teenagers

Division for Children
805 E. Broad Street
Richmond, VA k3211

Contact person: Martha Norris-Gilbert, Director
Phone number: (804) 786-5507

Other offices and agencies with responsibility for the following
activities for pregnant and parenting teenagers:

Preventive/Contraceptive Information and Services: Bureau of Family
Planning, Department of Health (BFP/DOH)

Sex Education: BFP, DOH

Family Life Education: BFP, DOH

Maternal Health and Medical Care: Maternal and Child Health (MCH), DOH

Perinatal Medical C.re: MCH, DOH

Infant /Child Health and Medical Care: NCH, DOH

Educational and Vocational Assistance and/or Training: Virginia
Employment Commission, Cepertment of Education

PROGRAMS AND RESOURCES

1. School Age Parent Committee. The committee receives both Federal
and State funding, and involves the Departments of Health, Mental
Health, and Education, as well as Planned Parenthood and local cchools.
Emphasis is on professional and community education. The committee was
formed in 1978,

2. Perinatal Council. Begun in 1980, the council is responsible for
ongoing planning. The Department of Health has primary responsibility
for the council, which receives Federal and State funding.

3. Norfolk Adolescent Pregnancy Prevention and Services Project (NAFFS).

Contact person: Margaret J. Kelly, Ph.D., Director
Norfolk State University
2401 Corprew Ave.
Norfolk, VA 23504

Phone number: (804) 623-8651
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4. Park School.

Contact person: Jean Stephan, Head Teacher
100 W. Baker St.
Richmond, VA 23220

Phone number: (804) 780-4641

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

In 1984, the Depxrtments of Health and Mental Health and Mental
Retardation initiated "Better Beginnings for Virginia's Children."
Coalitions of local community organizations, emphasizing family life
education, are involved, and small grants are provided to projects which
attempt to discourage teen pregnancy. A companion project, the Virginia
Resource Mothers program, has received $100,000 from the Department of
Health for pilot programs in three urban areas to provide counseling and
support to pregnant adolescents.

State's response to survey submitted by:

Joseph L. Fisher, Secretary of Human Resources
Office of the Governor
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WASHINGTON

DiNOGRANNIC8

Total female adolescent population_tism

1978 1979 1980 1981 1982

156,420
162,201
93,153
69,048

1983

10-14 152,051 154,411 156,835 160,878
15-19 177,848 183,883 179,691 174,38N

15-17 N/A 107,607 104,933 101,193
18-19 N/A 76,276 74,758 73,192

*umber of births to teenagers k, age of mother

159,390
158,735

' 77

4

1982 19831978 1979 1980 1981

10-14 63 87 106 83 93 86
15-19 7657 8177 8383 8195 7452 7066

15-17 N/A 2604 2608 2590 2275 2129
18-19 N/A 5573 5775 5605 5177 4937

Zetimated number of births to teenagers

1988 1989 19901984 1985 1986 1987

Under 20 6321 5984 5882 5932 6081 6205 6462

Number of abortions by age of mother

1982 19831978 1979 1980 1981

10-14 241 197 201 202 1E9 211
15-19 9875 8462 8618 8153 7313 691'

15-17 N/A 3662 3650 3393 3032 2811
18-19 N/A 4800 4968 4760 4281 4102

Number of fetal deaths by age of mother

19831979 1980 1981 1982

10-14 3 4 2 3 0

15-19 82 65 69 48 52

15-17 33 21 26 20 11

18-19 49 44 43 28 41

Number of not married female adolescent parents by age

1983

10-14 75
15-19 3440
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HEALTH INDICATORS

Infant mortality rate by age of mother

1980

10-14 28.3

15-17 18.8

18-19 13.3

IMR for all births, 1983: 9.5

Percentage of births to teenagers which are low birthweight

1978 1980 1982 1983

10-14 7.9% 16.7% 11.1% 31.1%
15-17 N/A 7.8 7.8 7.9

18-19 N/A 6.5 6.1 6.7

All low-birthweight births, 1983: 5.2%

Percentage of live births to adolescent women who received prenatal care
in the first trimester

1978* 1980 1982 1983

Under 20 55.8% 58.3% 53.4% 52.6%

1983 rate for mothers, all ages: 77.6%

* For 1978 only, fLrst trimester care for teens is by occurrence and
births are for residence.

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and parenting teenagers

Office of Maternal and Child Health Services, Perinatal Programs
Department of Social and Health Services, Division of Health
Airdustrial Park, Building 3, LC-11A
Tumwater, WA 98501

Contact person: Patricia Wilkins, Chief, Office of Maternal and Child
Health Services

Phone number: (206) 753-7021

Other offices and agencies with responsibilitiy for the following
activities for pregnant and parenting aaolascents:

Preventive /Contraceptive Information and Services: Family Planning/
S-nools

Preventive/Abstinence Education: Family Planning/Health Education in
Schools

Sex Education: Family Planning Services Section

Family Life Education: Maternal and Child Health Services (MCHS)
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Maternal Health and Medical Care: Medicaid; MCHS

Perinatal Medical Care: Medicaid; MCHS Perinatal Program

Infant/Child Health and Medical Care: Medicaid; MCHS

Educational and Vocational Assistance and/or Training: Supt. of Public
Instruction, Employment Security

Life Skills Development Training: MCHS

Adoption Services: Dept. of social and Health Services (DHSH), Children
and Family Services

Child Care: Children and Family Services, DHSH

Evaluation: Research and Data Analysis: Individual Service Programs

New Programs and Policy Development: DSHS Management Teas

PROGRAMS AND RESOURCES

1. Adcleacent Pregnancy Demonstration Project. This federally funded
program provides comprehensive service delivery including case
management, counseling, transportation, follow-up and evaluation. It is
administered by the Office of Maternal and Child Health, Dept. of Social
and Health Services. Funding comes from the Title V, INCH block grant.
Contracts have been awarded to Planned Parenthood of Yakima County,
Chelan-Douglas County Health Department, Columbia Basin Alternative High
School in Grant County, and Youth Help in Grays Harbor County. The
project began in September 1983.

Contact person: Gloria Houp, R.N., M.N.
Public Nursing Consu2tant
Parent-Child Health Services
Mailstop LC-12R
Department of Social and Health Services
Olympia, WA 98504

Phone Number: (206) 754-0818

2. Adolescent Pregnancy Project. Started it 1981, this federally
funded project provides the same services as the Adolescent Pregnancy
Demonstration Project. but is administered by the Taco me-Pierce County
Health Department, and receives its funding from the Adolescent Family
Life Act.

Contact person: Arlene Brines
Phone number: (206) 593-4813

3. Home tutoring for pregnant and parenting students. This is a
State-funded program run in the schools with individual students, and is
administered by the Office of the Superintendent of Public Instruction
(OSPI).

4. Inaervice program for teachers of hose and family life education,
and parenting adolescents. This program operates in local school
districts, and is run by OSPI.

5. Special Education Program for Teen Parent,. This program receives
Federal funds and is operated in local school districts by OSPI.
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6. Child Care services for Vocational Education Students. This program
receives Federal funds and is operated in local school districts by OSPI.

7. Parenting Training Modules. This teacher's guide: "You and Your

Baby: A parentirg program for parents and babies from birth to six
months," was produced by the Maternal and Child Health Program, DSHS.
This guide provides teaching tips, suggestions for marketing the
program, as well as a complete curriculum covering child development,
and sources for curriculum materials.

Contact person: Melinda McMahan, Health Program Specialist
Parent-Child Health Services
Mailstop LC-12A
Department of Social and Health Serv es
Olympia, WA 98504

Phone Number: (206) 753-6153

P. TEEN POWER (Peer Outreach Workers With Zducation Resposibilities).
This project is beirg developed by the Office of Maternal and Child
Health, DSHS, and submitted an application to the Department of Health
and Human Services in April 1985. The project will train adolescent

parents to reach out to their peers in ordar to support them, provide
role models, and teach life management skills. Health professionals and
teenage mothers/outreach workers will be trained in three rural counties
in the use of prenatal, postpartum and development assessment tools,
relating sensitively and realistically with adolescent mothers and their
families, how to make home visits, as well aP other support systems.
State Maternal and Child health staff will coordinate 4-he program, and
services will be provided under local health department clinic auspices.

Contact person: Fran Moellmen, Manager
Parent-Child Health Services

Mailstop LC-12A
Department of Social and Health Services
Olympia, WA 98504

Phone number: (206) 753-2428

9. Educational alternatives for teenage parents. Many schools provide
special programs for patenting teenagers. Washington State has a num-
of alternative high schools, community colleges and vocational-technical
institutes which provide home and family life classes to older teenagers.

Contact person: Gail Cowan, Home and Family Life Instructor
A-I School
Clover Park School District
Tacoma, WA

Phone number: (206) 756-8495

STATEWIDE INITIATIVES PIM RECENT POLICY CHANGES

Policy changes have been made in: (1) involvement of fathers, with
increased child support collection efforts; (2) child care, with the
establishment of a new division of Children and Family Services; (3)
infant health and medical care; (4) maternal health and medical care;
and (5) delivery services. The State noted an increase, followed by
reductions in some health related services.
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State's response to survey submitted by:

The Honorable Booth Gardner
Governor
State of Washington
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VEST VIRGINIA

DEMOGRAPHICS

Number of births to teenagers by age of mother

1978 1980

10-14 96 80

15-19 6061 5824

15-17 2270 2130

18-19 3791 3694

Number of abortions to teenagers by age of mother

May-December
1984

10-14 37

15-17 235

hEALTH INDICATORS

Percentage of births to teenagers which are low birthweight

1980 1982 1983

10-14 9.3% 9.5% 12.7%

15-19 8.5 7.8 8.4

All low-birthweight births, 1983: 6.7%

Percentage of live births to adolescent women who received prenatal care

in the first trimester

1978 1980 1982 198:.

Under 20 45.6% 47.7% 48.7% 49.4%

1983 rate for mothers, all ages: 72.0

EDUCATIONAL INDICATORS

Number of female adolescents dropping out of school

1978 1980 1982 1984

Under 20 226 230 200 200

Number of female adolescents dropping out of school due to pregnancy

or child care responsibilities

1978 1980 1982 1984

Under 20 226 230 200 200
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EMPLOYMENT INDICATORS

Adolescent unemployment rate

1980 1982 1984

16-19 27.1% 32.0% 29.4%

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, and
projects for pregnant and parenting teenagers

Commission on Child-en and Youth
Department of Human Services
1900 Washington Street East
Charlston, WV 25305

Contact person: Thomas Llewellyn, Executive Director
Phone number: (304) 348-0258

Other offices and agencies with responsibility for the followinc
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services: Department of Health
(DOH)

Maternal Health and Medical Care: DOH

Perinatal Medical Care: DOH

Infant/Child Health and Medical Care: DOH

Educational and Vocational Assistance and/or Training: Department of
Educaticn (DOE)

Life Skills Development Training: DOE

Adoption Services: Department of Human Services (DHS)

Child Care: DHS

PROGRAMS AND RESOURCES

1. Youth Health Service. This five-county, State-funded program
provides comprehensive primary and secondary health services to
adolescents and their relatives and friends. Services include
counseling and health education, referral, parenting training, outreach,
community education, and family planning. The program operates under
the auspices of Family Health Service, Inc., and memorial General
Hospital.

Contact person: Fran Jackson, Director
Memorial General Hospital
Youth Health Services
1120 Harrison Ave. e
P.O. Box 1759

Elkins, WV 26241
Phone Number: (304) 636-9450
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STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

West Virginia has a Statewide Task Force on Adolescent Parenting. The

mandate of the Task Force is to develop recommendations for
strengthening programs and services for pregnant and parenting

teenagers. It is a joint effort by the Departments of Health, Education

and Human Services. The study began in April 1984.

House Bill 1278, the Pre-abortion Notification of Parent or Guardian of
Unemancipated Minor, went into effect in May 1984. It requires

physicians to notify the parent or guardian prior ..o the performance of
an abortion on an unemancipated minor.

State' response to survey submitted by:

The Honorable Arch A. Moore, Jr.
Governor
State of West Virginia
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MIS03118IN

DEMOGRAPHICS

Total female adolescent population by age

1980

10-14 40,469
15-19 230,876

15-17 133,921
18-19 96,955

Number of births to teenagers by age of mother

1978 1980 1982

Under 18 2937 2834 2543
18-19 5940 6379 5659

Number of miscarriages by age of mother

1980 1982

Under 18 27 26
18-19 60 48

Number of not married parenting adolescents by age

1980 1982

10-14 91 89
15-19 4562 4461
15-17 1924 1844
18-19 2638 2617

HEALTH INDICATORS

Infant mortality rate by age of mother

1980 1982

15-17

18-19
24.5 19.2

16.2 11.7

IMR for all births, 1983: 9.6

Percentage of births to teenagers which are low birthweight

1980 1982

10-17 9.1% N/A
10-14 NJA 1C.5
15-17 N/A 9.1
19-19 7.5 7.3

All low-birthweight births, 198.1: 5.4%
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Percentage of live births to adolescent women who received prenatal
care in the first trimester

1982

Under 20 60.6%

1983 rate for mothers, all ages: 83 8%

EDUCATIONAL INDICATORS

Number of female adolescents dropping out of school

1981-82 1982-83 1983-84

Under 20 18,589 14,299 14,227

Number of female adolescents dropping out of school due to
pregnancy or child care responsibilities

1981-82 1982-e3 1983-84

Under 20 379 314 294

Does not include an ulknown portion of females who were listed as
"excused."

ECONOMIC INDICATORS

Number of female AFDC recipients by age

April 1984

14-19 18,536
14 3396

15 3165

16 3062

17 2878
18 2776

19 3259

These recipients include "Cpretaker" adolescents, both pregnant
and not pregnant, "Dependent" adolescents, both pregnant and not

pregnant, and "AFDC Maternity" adolescents. Only some portion of
"Dependent, Not Pregnant Adolescents" would be pregnant or parenting.

Adolescent unemployment rate

Under 20

1978 `Q80 1982 1984

12.8% 17.4% 21.6% 18.4%

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programa, policies, and
projects for pregnant and parenting teenagers
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Health issues:

Social Service
Issues:

Nacerral and Child Health Unit

Bureau of Community Health and Prevention
Department of Health and Social Services
Room 121, 1 W. Wilson St.
Madison, WI 53702

Contact person: Lynn Reineking, Adolescent
Health Specialist

Phone Number: (608) 266-6988

Office for Children, Youth and Families
Bureau of Human Resources
Department of Health and Social Services
Room 470, 1 W. Wilson St.
Madison, WI 53702

Contact Person: Barbara Bernard, Teen Pregnancy
Planner

Phone Number: (608) 267-2079

Education Issues: Bureau for Pupil Services
Division of Handicapped Children and Pupil
Services

Department of Public Instruction
4th Floor, 125 S. Webster
P.O. Sox 7841
Madison, WI 53707

Contact Person:

Phone Number:

Lorraine Davis, Supervisor,
School Age Mothers Programs
(603) 266-7921

Other offices and agencies with responsibility for the following
activities for pregnant and parenting adolescents:

Preventive/Contraceptive Information and Services: Maternal and
Child Health Unit, Division of Health, Department or Health and
Social Services (MCH Unit/DOH/DHSS)

Sex Education: Department of Public Tnstruction (DPI)

Family Life Education: DPI

Materna: Health and Medical Care: MCH Unit/DOH/DHSS

Perinatal medical Care: MCH Unit/DOH/DHSS

Infant/Child Health and Medical Care: MCH Untt/DOH/DHSS

Adoption Services: DHSS (Special needs adoptions only; counties are
responf.ible for other adoption services.)

Child Care: DHSS/Division of Community Services

PROGRAMS AND RESOURCES

1. Adolescent Pregnancy Prevention. A federally funded program,
administered by the Department of Health and Social Services,
Division of Community Services. Begun January 1, 1985.
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2. Economic Self-Sufficiency for Adolescents in AFDC Households. A

federally funded program administered by DHSS, Division of Lommunity

Services. Begun January 1, 1985.

3. Teen Pregnancy Service. In its fifth year of operation, the
project, located at Family Hospital, offers comprehensive primary
care services to pregnant adolescents between &gel! 14 to 18 and

their infants (through age 3), residing in Milwaukee County. The

program admits about 250 new pregnant teenagers, and roughly 200 new
infants per year. It is also a certified WIC and EPSDT site and

receives MCH block grant funding.

Contact person: Mary Jo Baisch, Director
Family Hospital Teen Pregnancy Service

2711 west Wells
Milwaukee, WI 53208

Phone number: (414) 937-2768

4. Teen Health Service. This project, begun in 1983, provides

prenatal care with follow-up and well-baby care using Certified
Nurse Midwives and Pediat 'c Nurse 'Rractitioners, as well as
supportive services such as nutrition counseling and referrals. The

program operates out of Lutheran Hospital, and is run in
collaboration with Gunderson Clinic in LaCrosse. It receives NCH

block grant funding, and serves roughly 150 pregnant adolescents,

and 125 infants annually.

Contact person: Tim Skinner, Project Administrator
LaCrosse Lutheran Hospital: Teen Health Service

1910 South Ave.
LaCrosse, WI 54601

Phone number: (608) 785-0530

5. Project Model Health. This school-based project aims to change
adolescent behavior in five areas; nutrition, drinking and driving,

sexuality, mari2uana use, and tobacco use. The goal regarding

sexual behavioz is to delay sexual intercourse as long as possible.
The program is b,ing piloted in a junior high school targetting 160
students, and is federally funded through MCH-SPRANS.

Contact person: Baxter Richardson, Director
Project Model Health
Bureau of Community Health and Prevention
Wisconsin Division of Healti
P.O. Box 309, 1 W. Wilson St.

Madison, WI 53701

Phone number: (f08) 267-77321

6. Infant Child -.earning Labo+atory. The Kenosha Unified School
District has established this Leh.* .tory as a means of pzovid
infant care for the childre' of school-age parents, as we'
providing parenting and ch development education to so -1

Contact Person: Director
Kenosha Unified School District
913 57th St.

Kenosha, WI 53140

Phone number: (414) 656-6160
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7. Connect Project. Operated by a community-based organization
serving families, the Connect Project matches teen parents with
adult volunteers who help the teens in parenting roles.

Contact person:

Phone number:

Peg Scholtes

Family Enhancement Center
605 Spruce St.
Madison, WI 53715
(608) 256-38.0

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

The "Healthy Birth Program" is in its first -ear. A three -yoar
program, the goal is to "improve the outcome of pregnancy and an
infant's first year of life. While the program is intended to serve
the entire MCH population, special efforts will be made to reach
high risk populations such as adolescents and low income families."
Under the initiative, adolescents are the target population in
projects aimed at early identification of pregnancy and referral for
prenatal care.

Several policy changes were reported. In Wisconsin programs for
school-age mothers are no longer categorized as part of Special
Education for reporting purposes, although they still receive the
same State fundi'l match as special education programs. Wisconsin
reported that the State is no longer involved in healthy-infint
adoptions, now only handling "special needs" adoptions. Local and
voluntary agencies handle healthy-infant adoptions. With regard to
chilA care, Wisconsin noted that:

Counties must handle eligible child care applications
on a first-come, first serve basis, except when the
service is intended to prevent or remedy child abuse
and neglect. There may be no other priority basis,
such as enabling teen parents to return to school or
work.

State's response to survey submitted by:

Tom Kaplan, Director, Bureau of Planning
Department of wealth and Social Services
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DEMOGRAPHICS

Total female adolescent population by age

1980 1983

10-14 18,005 18,635
15-19 20,560 20,520

15-17 11,775 N/A
18-19 8,785 N/A

Number of births to teenagers by age of mother

1978 1980 1983

10-14 8 15 14
15-19 1349 1618 1261

15-17 N/A 522 366
18-19 N/A 1096 895

HEALTH INDICATORS

Percentage of births to teenagers which are low birthweight

1978 1980 1982 1983

10-14 25.0% 13.3% 13.3% 28.6%
15-19 10.3 N/A N/A N/A

15-17 N/A 9.8 8.6 8.5
18-19 N/A 8.3 8.3 5.9

All low-birthweight births, 1983: 7.1%

Percentage of live births to adolescent women who received rental
care in the first trimester

1978 1980 1982 1983

15-19 60.0% 59.6% 61.9% 59.5%

1983 rate for mothers, all ages: 78.7%

AGENCIES AND DEPARTMENTS

Lead agency responsible for coordinating programs, policies, axle
projects for prelnant and parenting teenagers

Family Health Service
Division of Health and Medical Services
4th floor, Hathaway Building
Cheyenne, WY 82002

Contact person: R. Larry Mull, M.D., Director, Maternal and
Children's Health Services

Phone number: (307) 777-6297
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Other offices and agencies with responsibility for the followina
activities:

Adoption Services: Department of Public Assistance and Social
Services (DPASS)

Child Care: DPASS

STATEWIDE INITIATIVES AND RECENT POLICY CHANGES

Changes in infant health and medical care and maternal health and
medical care were indicated. No description of the changes were
provided, however.

State's response to survey submitted by:

Lawrence J. Cohn, M.D., Administrator
Department of Health and Social Services
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1. We currently have estimates by State on numbers of adolescent females
between 10 and 19 years of age, as well as estimated numbers of adolescent
births, abortions, and miscarriages. (sae Appendix 8.)

Please complete the chart below including any more recent data you may have,
any data that differ from the information provided in Appendix 11, lnd any
data on ocher age grouping* listed in the chart.

1978 1980 198

10-14
15-19

10-14
15-19

10
15-19

15-17 118-19 15-17 18-19 117-13-7.1.1-74-

Maims Tett].

1 L I

remalell

Total 1

Births
1

Abortiona

Miscarrlag!! 1 I 1

Total Number
of Parenting
Adolescents.

I

Married Parenting
Adolescents

Not Married
Parenting Adoles-

cents

Parenting adolescents include all persona under the age of 20 who have given
birth to a child during their adolescent years and maintain primary
responsibility for the care of the child.
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2. [as your State or any other public or private organization in your
State projected for the next ten years or any future period of
time the number of births to adolescents or the rates of teenage
pregnancy? If so, please complete the following chart.

smehmre
19

,Satimated
19 19

Tienage
Pregnancy Rate

Births

3. Do you, or any organization in your State, estimate the number of sexually
active and non-sexually active adolescents in your State? If so, please
describe the method by which these estimates are made.
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4. What agency or office in your State has lead responsibility for
coordinating programs, policies, and projects in your State for
pregnant and parenting adolescents and other teenagers? Please

provide the information requested below.

Agency/Office:

De-Irtment:

Contact Person:

Title:

Address:

Telephone Number:

Reports to:

-3-
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5. Please indicate the agency or office in your State, if any, that has
lead responsibility for the following activities:

1) Services*:

a) Preventive/Contraceptive Information and Services:
Pregnant and parenting adolescents:

All other adolescents:

b) Preventive/Abstinence Education:
All adolescents:

c) Sex Education:
Pregnant and parenting adolescents:
All other isJolescents:

d) Family Life Education:
Pregnant and parenting adolescents:
All other adolescents:

e) Maternal Health and Medical Care:
Pregnant and parenting adolescents:

f) Perinatal Medical Care:
Pregnant and parenting adolescents:

g) Infant/Child Health and Medical Care:
Parenting adolescents:

h) Educational and Vocational Assistance and/or Training:
Pregnant and parenting adolescents:

1) Life Skills Development Training:
Pregnant and parenting adolescents:

All other adolescents:

)) Adoption Services:
Pregnant and parenting adolescents:

k) Child Care:
Parenting adolescents:

2) Evaluation

3) New Programs and Policy Development

* See Service Definitions (Appendix A)

-4-
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B. Please owlets the following chart on special state initiativea to coordinate, research, plan for or otherwise provide for services apedifloelly
designed to prevent adolescent pregnancy and/or to ameliorate the effects of adolescent pregnancy and/or parenthood. Please descrilu on an attached
sheet any major accomplishments of the initiatives to date, including the numbers of adolescents served.

Initiative
Nair and
Description

Agencies Involved
laths Inplauentation

Type of Organisation
or Program at which
Initiative is Directed
(e.g. clinics, school-
hued programs, community
health centers, etc.

Status of

Initiative

Data
Begun

Mandate for
initiative

'Sam* and Source
of funding

r

mon-
tire
order

legis-
lative other

_

e
federal state

.
.

private

314
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7. If year state has information concerning the following services for adolescents, please provide that information
in the chart below for the years indicated and any sore recent year for which you have data.

If you have data for these or may other years, but not in the form presented below, please attach this material.
If data are available only for those progress receiving resources from the state, please indicate.

Number of Service Pro,...cts funding...Levels

Federal State_

1978 1900 1982 19S 197S 1980 1982 190 197' 1 1980 1982 198
Prevent!
Contraceptive Services
Preventive/

Abstinence Sducation
Sex
Education
Family Life

Education
Maternal Xealth
Care services
Perin. Medical
Cary Services
Infant/Child Nealth
Care Services
Employment and

'Training Assistance
Life Skills

Development Training
Adoption
Services
Child Care for
Adolescent Parents

Do you collect data on the number of _locally funded progress and their funding levels?
Yes (If so, please attach this information.)
No

Do you collect data on the number of rivataly funded prom's and their funding levels?
Yes (If so, please attach this information.)
No
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8. If your Stets has an data on any of tho following program indices please
provide these data below. Als7, if you are aware of any public or private
organisation which collects this information, please include the data, if
available, or the name and address of the organization if the data are not
available.

HEALTH:

Rate of repeat pregnancies to
adolescents during their teen years

Rate of repeat abortions among
adolescents

Number and percent of pregnant
adolescents receiving prenatal care
within the first trimester of their
pregnancy

Infant mortality rates for infants
'3orn to adolescent mothers age 10

to 1

Infant mortality rates for in-ants
born to adolescent mothers age 15

to 17

Infant mortality rates for infants
born ,o adolescent mothers age 18
to 19

Number and percent of adolescent
mothers age 10 to 14 bearing low
birth weight infants

Number and percent c' adolescent
mothers age 15 to 17 bearing low
birth weight infants

Number and percent of adolescent
mothers age 18 to 19 bearing low

birth weight infants

-7-

3 1 7

(Any more

recent year
for which data
are available)

1978 1980 1982 198

302



S. Comtiaroed

SDUCATIONAL AND VOCATIONAL TRAINING:

Number and percent of pregnant and
parenting adolescents finishing high
School with their class or within one
year of their intended graduation date

Number and percent of pregnant and
parenting adolescents completing the
General Denivelency Degree (G.D.D.)
within two years of their intended
graduation date

ember of female adolescents dropping out
o' school

Shaker of female adolescents dropping out
or school who give pregnancy or child care
rearonsibilities as the prirary reason for
leaving school

(Any more

recent year
for which data
are available)

ss 397S 1940 111112 190

%e % e

% e S

N umber and percent of pregnant and

parenting adolescents completing
vocational education programs within two
years of their intended graduation date e %

INPLOTONST AnD SOONONIC SUPPORT:

Number and percent of pregnant and
parenting adolescents obtaining employment

S omber of pregnant and parenting
adolescents **misted by Aid to Families
with Dependent Children

Unemployment rate among adolescents
in your state

Unemployment rate among adolescent
mothers

Unecoloyment rate among adolescent
fathers

Percent of adolescent fathers

providing child .-port to their
in! ants

-E-

%

303

318



8. Continued

ADOPTION AND FOSTER CARE

Number of adoptions by unrelated

persons of infants born to adolescents

Number and percent of black
adolescents choosing adoption

Number and percent of white
adolescents choosing adoption

Number and percent of other
adolescents choosing adoption

Number of infants born to adolescent
parents and placed in foster care

Percent of black infants born to
adolescents and placed in foster care

Percent of white infants born to
adolescents and placed in foster care

Percent of other intents born to

adolescents and placed in foster care

OTHER t

Other indices used by your State
(please specify)

-9-

319

(Any more
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1978 1980 1982 198
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a a a e

a a a e

a a 5 5
a a 5 5
a a 5 5
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9. Plum provide tr ...Mew dome or, the parent at pommel. PWM11111 661 .11 000.
adelearem send by program lo '..lbe tollarlog Lem Iwo ia MC 1619, GM 1962.

Promot Adelewmt Newt. Other re
NNW ee 'melee WM "mai.. 16.:.P.--,tI t I I

Iebeel-Wooll
Prowede

1971

19119

1962

Cameity
Ow 1th Maws

1979

1969

1-

19112

Newiteis

14711

111111

1N

Private Clio Mk

19711

19116
sod PAyeialm

1963

boatel *wells
94walw

19711

1960

19113

0.1w dimwit',
Come lunar

19711

19119

1962

Peet. Yaw

1979

1914

19112

Mornay
*me

19711

1960

19112
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10. These are examples of ,ederal programs with expenditures for services to adolescent parents and their children and'to adolescents at
risk of becoming pregnant. Please complete the chart below on the funding levels and the number of adolescents served for each of the
following programs. If data exist only for programs receiving assistance from the State. please indicate.

Source of
Funding

Amount of
Funding

Total Funding
Specifically
Directed to Services
for Adnlescents

Number of
Adolescents
Served

Funding
Specifically
Directed to Services
For Preanant and
Parenting

Adolescents

Number of
Pregnant and
Parenting
Adolescents
Served

1978 1980 1902 1978 7 1980 1962 1978 1980 1952 1978 1900 1982 1978 1980 1962FIDSRAL,

TITLE V
Maternal
and Child
Health
?ITU X
Family
Planning
TITLE XIX
Medicaid

?ITU XX
Social Servicem

Adolescent
tinily Life
Act

1"

ItAucation

Consolidation
and Improvement
Act of 1981
(Chapters 152)

WIC

Nolen, Infants
and Children

Supplemental Feeding
Assiatance !regrew

In 1981, the Adolescent Family Life program replaced the Adolescent Health
services and Pregnancy Prevention and Gem Act of 1970.

In 1961. OCIA replaced the Sleeentary and Secondary ledwntenn Act
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10. Continued

Source of
Funding

Amount of
Funding

Total Funding
Specifically
Directed to Service
For Adolescents

Number of
Adolescents
Served

Funding
Specifically
Directed to Service
for Pregnant and
Parenting

Adolescents

Number of
Pregnant
Parenting
Adolescents
Served

and

j 19841978 1980 1982 1978 1980 1982 1978 1980 1982 L 1978 1980 1 1982 j 1978 1 1980

Aid to [milieu
with Dependent
Children
JIM,
Job Training
and Partnership
Act
TIT= IV-i
Adoption
Assistance
Food Stamp
Program
Low Income
Public Rousing

Leased Housinq
Assistance

OTWIR FEDZRAL
PROGRAMS
(list)

JTPA replaced the Comprehensive employment and Training Asli (CVTA) in 1983.
Please provide the appropriate data from both the JTPA and CiTA.
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11. Please specify state and private resources allocated for activities specifically designed to prevent adolescent pregnancy

and assist pregnant and parenting adolescents.

Source of
Funding

Amount of
Funding

Total Funding
Specifically
Directed to Service.
For Adolescents

Wzmber of
Ado!escents
Servei

Funding

Specifically
Directed to Service:
For Pregnant and
Parenting
Adolescents

Number of
Pregnant and
Parenting
Adolescents
Served

1978 1980 1982 1978 1980 1982 1978 1980 1982 1978 1980 1982 1978 1090 1 1982
SPATS: (list)

1)

2)

ISVATIV : ( liet)

1)

2)

3)

Private sources may include, among others, churches, foundations, corporations, etc.

3.3
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12. Please specify any policy or legislative recommendations to improve
the delivery of prevention or assistance services to pregnant and
parenting adolescents and other teenagers. Are there specific
problems or strengths in any of the programs or policies listed
below? Please specify other federal- state, and loca: programs for
which you have recommendations.

PROGRAMS SPECIFIC POLICIES AND THEIR EFFECT

FEDERAL PROGRAMS:
TITLE V
Maternal and
Child Health

TITLE X
Family planning

TITLE XIX
Medicaid .

TITLE XX
Social Services

Adolescent
Family Life

WIC
Women, Infants and
Children Supplemental Feeding Program

Aid to Families with
Dependent Children

TITLE IV -E

Adoption
Assistance

DTHER FEDERAL PROGRAMS:

(please specify)

STATE PROGRAMS:
(please specify)

LOCAL PROGRAMS:

(please specify)

-14-
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13. Have recent changes in Aid to Faa.Llies with Dependent Children (AFDC)
and Child Health Assurance Program (CHAP) incorporated in the Deficit

Reduction Act of 1984, affected your ability to provide services to

pregnant and parenting adolescents? If so, please describe.

14. Within the last five rears, have there been say policy changes in
your State with respect to the following areas as they relate to

adolescent pregnancy and parenthood? If so, please attach
infornation on the relevant statutory, regulatory, or administrative

YES NO

Vocational Education
Standard Education
Provision of Contraceptive Services
Provision of Contraceptive Information
Sex Education
Parental Notification/Consent
Parental Involvement
Involvement of Father
Adoption Services
Adoption Counseling
Involvement of Fathers in Adoption Proceedings

Foster Care Services
Abortion Counseling
Abortion Services
Housing
Child Care
Infant Health and Medical Care
Maternal Health and Medical Care
Delivery Services

-15-
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15. Please provide us with information on any model programs, public or
private, in your State, specifically designed to prevent adolescent
pregnancy or to assist pregnant and parenting adolescents.

Me are particularly interested in the elements which contributed to
the success of the project, the criteria used to measure the success
of the project, and the factors which facilitated the creation and
administration of this project. Please include the name, address.

and telephone number of a person at each project who may be contacted
by people in other states.

16. What have you learned does not work? If you have specific examples
of programs or project components that have not worked, please
provide us with this information.

-16-
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17. Do you sex the existing prevention and assistance services in your
State as adequate to skeet the needs of adolescents in your state?
?lease comment.

- 1 7 -
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APPENDIX A

SERVICES FOR ADOLESCENTS

pRavrwrivs/cormacarrxvs zwroRmATiom AND URVICLS
Contraceptive information, counseling, examinations, and services

'REVENTIVE/ABSTMENCE EDUCATION
Education devoted to encuraging the postponement of adolescent
premarital sexual activity

SZE EDUCATION

Information on humah reproduction and birth control

FAMILY LIFE EDUCATION

Comprehensive education on the family unit, the functioning of the
family unit, values clarification, child development

MATERNAL HEALTH AND MEDICAL CARE

Pregnancy testi:4, menatal and postnatal medical care, maternity
counseling, nutritional counseling, childbirth education,
postpartum home health care, and healt)' education (nutrition,
family health, first aid), dental ca-e, venereal disease tasting,
counseling, and treatment

PERINATAL MEDICAL CARE

Delivery services and newborn medical care

INFANT/CHILD HEALTH AND MEDICAL CARE
Pediatric care

ZDUCAT MAL AND VOCATIONAL ASSISTANCE AND TRAINING
Sc tional and vocational counseling and/or referral, G.Z.D.
preparation, job readiness training, skill training, work
experience, special education classes, tutoring

LIFE SKILLS DEVELOPMENR. TRAINING

Consumer/hamemaking education, nutritional education/counseling,
housing information, financial planning

ADOPTION SERVICES

Adoption services and counseling

CHILD CARE FOR ADOLESCENT PARENTS

Infant, toddler, preschool, and school-aged child care

The terms adolescent and teanageh, for the purposes of this survey,
will be used interchangably to refer to any person between the ages
of 10 and 19.
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=TUMID MUM OF BIRTHS, ABORTIONS, AND MISCAANIAGEE
FOR ADOLZICEIT FINAL= Aas 10 TO 1

FOR 1960

births to abortioes to mIsoarriagee to
1940 ,dolesoents adolescents adolescents

U.S. TOTAL 10,170 15,120 3,550

ALABAMA 360 260 100
ALMA 10 20
MUM 130 100 40

MANIAS 160 90 40

CALLPOPIND 770 2,420 400
OrLoRADD 60 150 30

CCONECTICUT 70 140 30

=MARE 30 50* 10
DISTRICT OF COLOMBIA SO 220 40

mono& 630 1,010 230
GEORGIA 560 SOO 160
RAW' 20 50 10
10410 30 20 10

ILLINOIS 610 420 160
INDIANA 220 250 70

LOVA SO 00 20.

KANSAS 6, 100 20

KENTUCKY 220 150 60
LOUISIANA 360 210 90

MAINZ 20 40 10

MARYLAND 210 560 100

MASSACEUSETTS 70 260 40
NICEIGAN 330 020 150

MDMERBOTA 40 120 20

maimsuppi 380 1.o 90

mamma 220 290 70

MOMS% 10 20 10

114111MMU1 30 40 .0

NEVADA 40 60 10

NEW EAMPSEIRX 10 40 10
NEM MEM 290 600 120

SRN MINIM 70 SO 20

NON TONE 510 1,560 260

NORTE =cum 370 470 120

NONNI DAKOTA 10 10 --

OHIO 350 370 110

MAMMA 150 110 40

OREGON 70 160 30

PENNSYLVANIA 330 660 130

MOOS ISLAND 20 20 10

MOTE CAN LIMA 300 100 SO

0071 DARDTA 10 20 --

TENNI= 290 300 90

TORS 1,000 940 PM
USA' 40 40 10

MOOR 10 20 ..

EMMA 230 450 90

WAERDNEEN 110 240 50

WEST VIRGINIA SO 70 20
WISCONSIN 90 550* 30
INTOMINO 20 40 10

Based on proportions in similar States.

Wes than 5
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anonym II

RATS OF RESPONSE TO SELECTED SURVEY QUESTIONS

The Committee's survey asked 26 questions concerning

demographics, health, education and employment indicators, and

adoption and foster care. Five of theme questions were not answered

by any States. Only six were answered by at least half the StAtes.

None of the States provided information for the following

questions on the survey: the number and percent of pregnant and

parenting adolescents completing the General Equivalency Degree

(G.E.D.) within two years of their intended graduation date; the

number and percent of of pregnant and parenting adolescents

completing vocational education programs within two years of their

intended graduation date; the number and percent of pregnant and

parenting adolescents obtaining employment; the unemployment rate

among adolescernt mothers and fathers; and the percent of adolescent

fathers providing child support to their infants.

Information provided varied widely from State to State. Some

States were able to provide numbers for one year, others for four or

more years. Soave States could only report information for teenagers

under age 20. Others could break the numbers down for 10 to 14 year

olds, 15 to 17 year olds, and IS -- 19 year olds. Some States fell

inbetween the two.

- 321 -
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Female Population, Births, Pregnancy Prcjections, Abortions and

Miscarriages

Thirty-two States reported the total number of female

adolescents residing in the State. Nearly all the States (47)

reported the number of births to teenagers, with one State reporting

the teenage fertility rate instead. Seventeen States i.cluded

numbers for the rate of repeat pregnancies. None of the States

reported estimated pregnancy rates for future years, but four States

gave estimated numbers of births to teenagers.

Thirty-five States reported the number of teenagers having

abortions. One State reported the abortion rate for white teenagers

only. Nineteen States gave figures for the rate of repeat

abortion., and 25 States reported the number of miscarriages or

fetal deaths by age of mother.

Low Bi-thweight, Prenatal Care, and Infant Mortality

More Strtes reported low-birthweight rates than other health

indicators. Forty States were able to report the percentage of

births to teenagers which were low birthweight, while 27 States

reported the percentage of live births to adolescent women who

received prenatal care in the first trimester, and 26 States

reported the infant mortality rate by age of mother.

Parenting Adolescents, Adoptions and Foster Care

The survey asked for the total number of parenting adolescents,

as well as the number of married and not married parenting teens.

Only one State was able to report the total number, although two
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other States reported the total number of female parenting

adolescents. More States reported the number of not-married teen

parents (7) than married teen parents (5), with seven additional

States only reporting the numb,"a for females. Four States only

reporced the number or percent of births to unmarried teenagers.

Only three States were able to provide information about

adoptions of chll4ren of teen parents, and only one State reported

the percentage of infants born to teenagers who were placed in

foster care.

Unemployment, AFDC, and School Completion

Sixteen States were able to report the adolescent unemployment

rate, and 12 reported the number of teen parents receiving AFDC.

Ten States reported the number of female adolecents dropping out of

school, but only six States reported the number of female

adolescents who dropped out of school due to pregnancy or child care

responsibilities. The survey asked for the number and percent of

pregnant and parenting adolescents finishing high school with their

class or within one year of their intended graduation date. Only

one State answered this question, but reported the number of single

heads of households with dependents under age 22 who finished high

school.
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APPENDIX III

REFERENCES INCLUDING ALL DOCUMENTS SUBMITTED BY STATES

1. Alabama Survey.

2. Alaska--No Survey Document Submitted.

2.(a) Cover letter outlining activities of the Alaska State
Legislature on adolescent pregnancy, from John R. Pugh, State
Commissioner of Health and Social Services, March, 1985.

2.(b) Alaska Vital Statistics Annual Report (1981), selected
statistics. Division of Administrative Services, Bureau of
Vital Records, Department of Health and Social Services.

2.(c) Alaska Vital Statistics Annual Report, 1980.

2.(d) Alaska Vital Statistics Annual Report, 1978.

3. Arizona Survzy.

4. Arkansas Survey.

5. California Survey,

5.(a) Evaluation of Teenage Pregnancy and Parenting (TAPP) program.
Family Service Agency of San Francisco, et al, 1984.

5.(b) Position Paper on Adolescent Pregnancy, California
Department of Health Services.

5.(c) Description of California State Assembly Bill 1069, "The
Freedom of Choice Act," California Department of Health
Services.

6. Colorado Survey.
6.(a) Teen Pregnancy/Parenting Services Guide (DRAFT). Colorado

Department of Social services.
6.(b) "Interventions for Pregnant Teens to Foster Self-

Sufficiency." Colorado Department of Social Services.

7. Connecticut Survey.

7.(a) Report of the Legislative Task Force to Prevent Adolescent
Pregnancy, Connecticut State Legislature, January, 1985.

7.(b) "Selected Characteristics of Connecticut Residents--Live
Births, 1950-1983," Hugh Fritch, Maternal and Child Health
Section, Connecticut State Department of Health Services,
September, 1983.

7.(c) "Teenage Fertility Rate--Connecticut Residents--Years 1955,

1960, 1965-1983," Hugh Fritch, Maternal and Child Health
Section, Connecticut State Department of Health Services,
April, 1979 (revised 1980, 1981, 1982, 1983).

7.(d) Memorandum, from High Fritch, Maternal and Child
Health Section, Connecticut State Department of Health
Services, on the correlation between maternal age and low
birthweight, February 7, 1985.

7.(e) Connecticut Resident Infant Deaths of 1982, by maternal age.
(Source: Connecticut infant death/live birth certificate
computer files of 1982),

8. Delaware Survey.
8.(a) Delaware FY .85 Program Changes: Impact Analysis, on Medicaid

Changes.

8.(b) Synopsis of Delaware State House Bill No. 561, on
determining eligibility of potential AFDC recipients for
Medicaid coverage for prenatal care, 1984.

8.(c) "Social Services Block Grant/Jobs Bill Demonstration Program:
A Comprehensive Approach to Reduce Welfare Dependency,
Evaluation Report," Delaware Department of Health and Social

-324-

339



Services, Division of Planning, Research and Evaluation,
December, 1984.

9. Florida Survey.

10. Georgia Survey.

10.(a) "A Healthier Generation of Georgians," Georgia Department of
Human Resources, January, 1985. Health study
focusing on child and youth development, teenage pregnancy,
child abuse and neglect, and emotionally disturbed children.

11. Hawaii Survey.

12. Idaho--No Survey Document Submitted
1?.(a) "Teenage Pregnancy in Idaho," Idaho Teenage Pregnancy Task

Force, 1984 (developed by Idaho State Health Planning and
Development Agency, Department of Health and Welfare).

13. Illinois Survey.
13.(a) "The Parents Too Soon Program in Illinois" (description).
13.(b) "Past Administrative Efforts to Address the Problem,"

description of programs before "Parents Too Soon" was
developed in 1983.

13.(c) Pamphlets on "Parents Too Soon."

14. Indiana Survey.

14.(a) "Problem Statement" in answer to Question 17 ("Do you see the
prevention and assistance services in your State as
adequate.."), on the need for early intervention with teen
mothers to prevent child abuse, and on the need for
centralized data collection and coordination for development
of prevention programs.

14. (b) "Outcome Objectives," on the aims of a training program in
parenting skills for adolescent parents.

15. Iowa Survey.

16. Kansas Survey.

17. Kentucky Survey.

18. Louisiana Survey.

19. Maine Survey.
19.(a) "Final Title VI Performance Report For Period From

December 1, 1980 Through September 30, 1982," Maine Statewide
Service Providers' Coalition on Adolescent
Pregnancy.

19.(b) "Family Services Program, Year One Report," Maine Department
of Human Services, Bureau of Social Services, January
25, 1985.

19.(c) "Maternal-Child Health Block Grant Projects Sponsored by the
Statewide Coalition, 7/1/84 - 6/30/85," Maine Statewide
Service Providers' Coalition on Adolescent Pregnancy.

19.(d) "Annual Client Characteristics," Family Planning Association
of mains. Charts on ages of clients, chosen methods/programs,
geographic dintr!*stion, program growth rates, etc.

19.(e) "Maine Resident -Ave Births by Age of Mother, 1969-1982"
(chart).

19.(f) "Summary Statistics on Adolescent Live Births" in Maine.
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19.(g) "Performance Report: FY 1979-80," Maine Maternal and Child
Health 2nd Crippled Children's Services.

19.(h) "Annual Report of MCH Activities in Maine Funded by the MCH
Block Grant, FY 1982," Division of Maternal and Child Health,
Maine Department of Human Services.

20. Maryland Survey.

20.(a) "A Call to Action: Final Report of the Governor's Task Force
on Teen Pregnancy," Maryland Governor's Task Force on Teen
Pregnancy, September, 1985.

20.(b) Text of Education Article 2-205 (State House) and 7-401,
Annotated Code of Maryland, on Family Life and Human
Development programs, with guidelines for and descriptions of
these programs in the Maryland public schools.

20.(c) "Repeat Abortions to Adolescents by Ale, performed in
Maryland, for selected years," Maryland Center for Health
Statistics, March, 1985.

20,(d) "Number and Percent of Maryland Adolescents With a Previous
Live Birth By Age of Mother, Selected Years 1978-1983,"
Maryland Center for Health Statistics, March, 1985.

20.(e) "Average Monthly Number" for participation and funding of
AFDC in the state of Maryland, 1978, 1980, 1982, 1984 (chart).

20,(f) Description of the General Public Assistance Program for
Pregnant Women, in Maryland.

20,(g) Text of the Adoption Subsidy Act and Uniform Child Custody

Jurisdiction Act, Article 16, Section 660/67 of Maryland
Department of Human Resources regulations, December, 1982.

20,(h) Memorandum on the Maryland Family Planning Project policy on
family involvement, with revised consent form for physical
exams for new family planning patients aged 17 or younger.
By Sam Clark, Sc.M., Community Health Educator, Family
Planning Project, Preventive Medicine Administration, August,
1984.

21. Massarhusetts - -No Survey Document Submitted.

21.(a) "Uncertain Futures: Massachusetts' Teen Parents and Their
Children," Massachusetts Statewide Task Force on Pregnant and
Parenting Youth in Massachusetts, 1984.

21.(b) "Annual Report, FY 1984," Adolescent Health Service, Division

of Family Health, Massachusetts Department of Public Health
Services.

21,(c) Massachusetts Adolescent Pregnancy and Parenting
Study" - -Summary and Tables - -Division of Family Health

Services, Massachusetts Department of Public Health,
Executive Office of Human Services, November, 1984.21.
(d) "Services to Young Parents," Department of Social
Services, Massachusetts EXecutive Department of Human
Services, December, 1984.

22. Michigan--No Survey Document Subsetted.

22.(a) "Report to the Human Services cabinet," Michigan Task Force
on Adolescent Pregnancy and Teenage Parents, DRAT, as of
May 21, 1985.

22,(b) "Teenage Parent Program Svr,,cy- FY 1984-85," Michigan
Department of Social Services, March, 1985.

22.(c) "Programs Serving Adolescents"; "Percentage of Distribution
of MDPH Funds For Family Planning, FY 1983," Michigan
Department of Public Health.

22.(d) "Annual Report, 1983," Michigan Family Planning t" ,g2am,
Michigan Department of Public Health.
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22.(e) 'Population for Females, 1983 Intimates, Pregnancies by
Outcome and Fertility, Abortions and Pregnancy Rates for

Michigan by County"; "Live Births by County, Selected
Characteristics by Age of Mother, Michigan Residents
1978-1983"; "Number of Live Births by Age of Mother and
County of Residence, 1983," Michigan Department of Public
Health, Office of Vital and Health Statistics.

22.(f) Text of "State Act No. 153 of 1984: Adolescent Consent to
Prenatal and Pregnancy Related Health Care and to Child Health
Care," Michigan Department of Public Health.

23. Minnesota Survey.
23.(a) "Reducing Teen-Age Pregnancies Under Study," Minneapolis Star

and Tribune, by Sam Newland, p. 38, January 11, 1985.
23.(b) "Model Programs in Minnesota" (chart), with programs and

contact people.
23.(c) "Consent of Minors for Health Services" (summary of

legislation on the consent issue), Mianesotc Department of
Health.

23.(d) "Directory of Family Planning and Related Services" in
Minnesota, 1983.

24. Mississippi Survey.

24.(a) List of Members of the Adolescent Pregnancy Task Force of the
State of Mississippi.

24.(b) "Description of State Infant Mortality Programs," Mississippi.
24.(c) "Program Narrative: Mississippi State Department of Public

Welfare, Proposal, Project Forward, To Reduce Adolescent
Pregnancy," Mississippi Department of Public Welfare,
November, 1984.

24.(d) Memorandum on the status of Project Forward, from Christine
Roes, Coordinator of Project Forward in Region III, to Jane
Wilson, Service Program Manager in Region III, July, 1985.

24.(e) Memorandum on the status of Project Forward, from Christine
Ross to Jane Wilson, September, 1985.

25. Missouri Survey.
25.(a) 'Managing for Outcomes: Proceedings of the Missouri

Department of Social Services Public Meetings," Missouri
Department of Social Services, June, 1984."

26. Montana Survey.

27. Nebraska Survey.

28. Nevada survey.
28.(a) Memorandum on prenatal care, from the Medicaid Administrator,

Nevada State Welfare Division, to Physicians, Clinics, and
Hospitals, November, 1983,

29. New Hampshire Survey.
29.(a) "Project Description, New Directions for Young Men" (program

summary).

29.(b) "Creation and Collaboration on a Prevention Continuum: A
School Based Model." Description of school-based programs
for prevention of alcohol and drug abuse, Office of Alcohol
and Meng Abuse Prevention, 1984.

29.(c) "Primary Prevention in High Risk Adolescents As An
Adolescent Family Life Demonstration Prevention Project."
Application for funding submitted to Office of Adolescent
Pregnancy Programs, Federal Department of Health and Human
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Services, by the Division of Public Health of the State of
New Hampshire, July, 1985.

29.(d) "Adolescent Health clinic Grant Proposal "titling." Syn 10418
or grant proposal for demonstration project of school-based

adolescent health clinic, Visiting Nurse Association of New
Hampshire.

29.(e) Memorandum on services to adolescents through the state
Division of Mental Health and Developmental Services, from
Ellen Sheridan, Director of Public Education in New
Hampshire, October 15, 1985.

29.(f) "Continuation Application Report for the Period October 1,
1984-May 31, 1985" for the Teenage Pregnancy and Teenage
Parent Program of the Visiting Nurse Assocation, Home Health
Agency of Greater Manchester, N.H.

29.(g) "Budget Information" on the Teenage Pregnancy and Teenage
Parent Program of the Viri.,:ing N.Irse Association (chic

'0, N. , Jersey Survey.

3t. ) Charts on Adolescent fertility rates in New Jersey--by age,
r.ce, county, for 1977-1983.

Pamphlets from the Essex County Network on Adolescent
Pregnancy =NAY), 1985.

i0.(c) Exchanges: A Publication of the New Jersey 1,stwork on
Adolescent Pregnancy, Fall, 1984, with articles on Teen
fathers and Adolescent sexuality.

30.(d) "Teaching Sex to School Chi.dren, " The New York Times,
Sunday, February 24, 1165 (66...orial on New Jersey Board of
Education program in family life and sex education).

30.(e) "Family Life--A Success Story," The New York Times, by Susan
N. Wilson, Sunday, March 3, 1985 (neve story on New Jersey
Family Life and sex education programs).

31. New Mexicf q'trvey.

31.(a) New Fut"ref -chool fo- Teen Parents, of Albuquerque, "Annual

Statistics, 1983-1984'
31.(b) Follow-up data on students who attended New Futures Schnol

during the 1982-1983 echool year, June, 1984.
31.(c) "New Fr`ures School--An Overview," October, 1984.
31.(d) New Futures School Catalogue.

31.(e) "The Health of Mothers and Infants in New Maxico--Infant

Mortality, Low-Birth-Weight Babies, Teen Pregnancy, and
Related Topics," Improved Pregnancy Outcome Project, Health
Services Division, Health and Environment Department, State
of New Me.dco, 1983.

31.(f) "Teen Pregnancy, Abortion and Fertility in New Mexico--U.S.
and Mexico Comparison, Trends Over Time, Birth Outcomes Among
Teen Mothers, Comparison of Different Counties and Race/
Ethnic Groups," Improved Pregnancy Outcome Project, Health
Services Division, Health and Environment Department, State
of .new Mexico.

32. Nea York Survey.

32.(a) Cover Leer un the Governor's Initiative on teen pregnancy,
from Jose. a Cocozza, Executive Director of the New York State
Council o Children and Families, April, 1985.

32.(b) "Adolescent Pregnancy Prevention and 'cervices Program:
Evaluation Strategy," 1985.

32.(c) "Request for Proposals for the Adolescent Pregnancy
Prevention and rervices Program") "Announcement of
Availability of funds through the Adolescent Pregnancy
erevention and Services Program," November, 1984.
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32.(d) "Setting Directions: Initial Report of the New York
Governor's Task Force on Adolescent Pregnancy," February,
198L.

33. North Carolina Survey.

33.(a) "Statistical Report on Medical Care: Recipients, Payments,
and Services," 1978, 1980, 1982, 1983-84, North Cernlins
Human Resources/ Medical Assistance gency (charts).

33.(c) Consent form for Birth Control Pill, Family Planning Branch,
Division of Health Services, Department of Human Resources.

33.(d) "Progress Report on a Norkplan for Family Involvement
Activities." Memorandum from Mie"gie Rose, Head of the
Family Planning Branch of the North Carolina Division of
Health Services, to Rubye Parker, DBES Region IV, January 5,
1984.

34. North Dakota Survey.

34.(a) "Management Services--Research and Statistics -- Federal Program
Fxpenditures for Services to Adolescents--Medicaid, Title XX/
SSBG, AFDC, Adoption Assistance," North Dakota Department of
Human Services.

34.(b) "Sex Education Provider Study--Final Report," North Dakota
Council on Problem Pregnancy, February, 1983.

35. Ohio Survey.

36. Oklahoma Survey.
36.(a1 Oklahoma Public Health Code, legislation regarding

adolescents' right of selt-consent for health services under
certain conditionr.

36.(b) "Oklahoma Adolescent Health Programs," prvgram list and
description of the TEAM Program of the More Public Schools,
the Teenage Postnatal Education Project, the Deaconess
for adolescent mothers, Planned Parenthood educational
programs, and the Salvation Army Maternity Hose of Oklahoma.

36.(c) Pamphlets on specific, privately-run services for pregnant
and parenting teenagers in Oklahoma.

36.(d) "Adoption in Okiehoma: A Study of Adoptive Families,
Birthparents, Agencies, Legal Practices and Trends," Oklahoma
Institute for Child Advocacy, November, 1984.

36.(e) Summary and legislation, Oklahoma State House Bill 1468,
passed in 1982, revising the State's Children's Code. The
legislation created the Oklahoma Commission on Children and
Youth, Oklahoma Council on Juvenile Justice, the "Child in
Need of Treatment" category for adjudication of children, and
emphasis on the State caring for children by thy least
restrictive aetAcel.

37. Pennsylvtaia Survey.

37.(a, .ales and regulations on Adoption Assistance in Pennsylvania,
Pennsylvania Bulletin, vol. 12 no. 41, October 9, 1982.

37.(b) "T.roz.ving Services to Pregnant Teenagers and Teen
I. Ants - -1985 -86 Budg,-. and Policy Brief," from Pennsylvania.

38. Rhode Inland Survey.

38.(a) "A Comprehensive Program of Services for Pregnant and
Parenting Teens," Rhode Island Department of Social and
Rehabilitative Services, Adolescent Pregnancy-Parenting
Program, February, 1985.

38.(o) Pamphlets on programs for pregnant and parenting adolescents
1 Rhode Island.
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39. South Carolina Survey.
39.(a) "Adolescent Reproductive Health Education: Long-Term

Retention of Sex Education Information by High School
Students" in South Carolina, Lucinda L. Thomas, et al. With
tables.

39.(b) Description of the Teen Pregnancy Reduction Network of South
Carolina.

39.(c) Summary of "Teen Pregnancy in S.C.Everybody's Problem," on
the formation of the Family Planning/ Health Education Data
Advisory Committee.

39.(d) "Teenage Pregnancy in South Carolina: Everybody's Problem,
Volume I," Division of Family Planning, South Carolina
Department of Health and Environmental Control, October, 1983.

39.(e) "Teenage Pregnancy in South Carolina: Everybody's Problem,
Volume II, Preliminary DRAFT," South Carolina Department of
Health and Environmental Control, Office of Health Education
and Divis.on of Maternal Health, October, 1985."

39.(f) "leenage Pregnancy in South Carolina: Everybody's Problem."
General information pamphlet on adolescent pregnancy.

39.(g) Fall and Summer, 1985, issues of "South Carolina TPR Network,"
the Newsletter of the Teen Pregnancy Reduction Network,
Office of Health Education, Division of Maternal Health.

39.(h) Text of Executive Order 85-30 creating the Governor's Tar
Force on Prevention of Teenage Pregnancy.

40. South Dakota Survey.

41. Tennessee Survey.

41.(a) "Healthy Children Initiative--Year Two: Infant Follow-up,
1984-85," selected pages Tennessee Department of Health and
Environment, Bureau of Health services Administreion.

41.(b) "Adolescent Pregnancy and Motherhood: An Inventor of Federal
Health, Nutrition and Related Programs to Serve Teens," by
Kristin A. Moore, Ph.D., The Urban Institute, Summer, 1983.

41.(c, Charts on Fertility Rates, by Age, County, Development
District, in Tennessee, 1970-1980. With rotes.

41.(d) "Teenage Childbearing, Resident Data, Tel." , 1950-1982,"
Tennessee Department of Health and Environment, April, 19414.

41.(e) "Births, Infant Deaths, Fetal Deaths, Induced Abortions, and
Deaths by Cause, With Rates, By Race, For the State and for
the Counties--Resident Data, Tennessee, 198]" (chart).

41.(f) News Report and Description of State Senator Douglas
Henry's Committee on Adolescent Pregnancy, including, "Facts
About Teenage Pregnancy in Tennessee," 1984.

41.(g) Pamphlets on Parenting and Adoption, Tennessee Department of
Human Services, 1984.

42. Texas--No Survey Document Submitted.
42.(a) "Final Report on Adolescent Pregnancy and Teen Parents,"

Texas Health and Human Services Coordin:ting Council, October
3, 1985.

42.(b) "Task Force on Indigent Health Care: Final Report," Texas
State legislature, December, 1984.

42.(c) "Texas Health and Human Services Coordinating Council
Membership," list.

42.(d) "Interim Report to the 68th Texas Legislature, Texas House of

Representatives Select Committee on Teenage Pregnancy,
October 1, 1982.
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43. Utah Survey,
43.(e) Documents on the Y-Teen Home for Teen Mothers, including a

description of the t rget population and demonstration of the

need for such a home. Submitted by the Y.W.C.A. of Salt Lake
City on request of Utah Maternal and Infant Health Bureau,
1985.

43.(b) "Adolescent Pregnancy and Childbearing," Utah Science:
Agricultural Experiment Station, by B.C. Miller, pp. 32-35,

Spring, 1985.

44. Vermont Survey.
44.(a) "Parenting Programs," Vermont Agency of Human Services, June,

1985.
44 (b) Description and Statistical Charts on the AIWC Program,

including separate information on teen mothers, Edgar May,
Vermont State Senator, Chan. Health and Welfare Committee,

March, 1985
44.(c) 'Services and Program Options"; "April 7inancial

Report -- Income," Addison County Parent/ Child Center, 1985.

44.(d) "Bennington Teenage Pregnancy Project," Kristin Williams
Propp, M.A., Teen Pregnancy Counselor, February 12, 1985.

44.(e) Chart on assorted Vermont State programs for teen pregnancy
and parenting.

45. Virginia Survey.
45.(a) "1981 Vital Statistics Annual Report," Center for Health

Statistics, Virginia Department of Health.

46. Washington Survey.
46.(a) "Adolescent Pregnancy Demonstration Projects" in Washington

State, March, 1°85.
46.(b) "You and Your Baby: A Parenting Program for Parents of Babies

from Biich to Fix Months - -Teacher's Guide," Maternal and
Child Health Program, Washington State Department of Social

and Health Services.
46.(c) Abstract on Washington State Teen POWER Project, a peer

support and outreach program for adolescent mothers.
46.(d) "Educational Altorn,tives for Teenage Parents !n Washington

State" (list).
46.(e) 'Vocational Home and Family Life Education," by Nancy L.

Johnson, Health Education, pp. 5-7, July/August, 1978.
46.(f) "An Analysis of Government Expenditures Consequent on Teenage

Childbirth," Population Resource Center, April, 1979.

Contents and summary of report.

47. West Virginia Survey.
47.(a) Document on tile Youth Health Sertice counseling, education,

and referral services for pregnant and parenting teenagers

and their parents.
47.(b) "A Report to the West Virginia Logisleture, on H.B.

1278 - -Pre-Abortion Notification of Parent or Guardian of

Unemancipated Minor," including charts on ages and
educational attainment levels of minors requesting services.

47.(c) Description of the Youth Health Service of West Virginia.
47.(d) Members of the West Virginia State Tee Force on Parental

Notification (list).
47.(e) Memorandum on the new Wesel Virginia State code on abortions to

=emancipated minors, from L. Clark Hansbarger, State Director
of Health, to All Providers of Abortion Services to
Unemancipated Minors, May 24, 1984.
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47.(f) "G,idelines for Counseling a Pregnant Minor Seeking an
Ad-rtion" and a memo on these guidelines (documents
circulated to all counselors and provider., of abortion
services to unemancipated minors in West Virginia).

47.(g) Lemorandum on West Virginia State H.B. 1278, legislation on
abortions for unamancipated minors, from Chauncey H.
Browning, West Virginia State Attorney General, to All Clerks
of Circuit Courts, May 23, 1984.

47.(h) Memorandum on the counseling requirements of H.B. 1278, from
L. Clark Hansbarger, M.D., West Virginia State Director of
Health, to All Counselors and Providers of Abortion Services
to Unemancipated Minors, August 1, 1984.

48. Wisconsin survey.

49. Wyoming suivey.

50. High School Dropouts: Descriptive Information from High School
and Beyond," U.S. Department of Education, National Center for
Education Statistics Bulletin, November, 1983.

51. Reducing Poverty Among Children: CBO Study, Congressional Budget
Office, May, 1945.

52. Children, Youth and Families: 1983, A Year-End Report on the

Activities of the Select Committee on Children, Youth, nd
Families, U.S. House of Representatives, Ninety-Eighth .ongress
Second Session, U.S. Government Printing Office, 1984.

53. Preventing Low Birthweight, Committee to Study the Prevention of
Low Birthweight, Division of Health Promotion and Disease
Prevention, Institute of Medic4ne, Washington, D.C., National

Academy Press, 1985.

54. "Study Shatters Stereotype of the Unwed Teen Father," by
Elizabeth Mehren, Los Angeles Times, October 2, 1985, Part V.

55. Draft Final Report, Teen Father Collaboration, Bank Street
College of Education, New York City, New York, 1985.

56. Teenage Pregnancy and Teenage Parenthood in Illinois: 1979-1983
Costs, Janet Reis, Director, Maternal and Child Health Program,
Center for Health Services and Policy Research, Northwestern
University.

57. "Adoption Plane, Adopted Children, and Adoptive Mothers: United
Stares, 1982," Christine A. Bachrach, Family Growth Survey
Branch/Division of Vital Statistics, U.S. Department of Health
and Human Services, March, 1985.

58. "Teenage Pregnancy in Developed Countries: Determinants and
Policy Implications," Elise F. Jones, it al, Family Panning
Perspectives, Vol. 17, No. 2, pp. 53-63, March-April 1985.

59. Personal Communication with Sandra Hofferth, Demographic and
Behavioral Science Branch, Cehter for Population Research,
NICHD, DHHS, December 4, 1985

60. Testimony of Dr. Wendy Baldwin, Chief, Demographic and Behavioral
Sciences, Center for Population Research, National Institute of

Child Health and Human Development, Hearing before the Select
Committee on Children, Youth a.Ad Families, "Teen Parente and
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Their Children: Issues and Programs," Ninety -Eignth Congress
First Session, July 20, 1983.

61. Testimony of Elizabeth A. McGee, Director, Economic
Self-Sufficiency for Teenage Parents Project, National Child
Labor committee, Hearing before the Select Committee on
Children, Youth, and Families, July 20, 1983.

62. "Adolescent Sexual and Reproductive Behavior," Wendy H. Baldwin,
Ph.D. Article submitted with testimony in the Hearing before
the Select Committee on Children, Youth, and Families, July 20,
1983.

63. "Percentage of Never-Married Young People Who Have Had Sexual
Intercourse, by Whether They Have Had Sex Education, According
to Race and Age, 1976-1979." Table and summary submitted by
Wenlf Baldwin with testimony in the Hearing before the Select
roittee on Children, Youth, and Families, July 20, 1983.

64. "The Children of Teen Parents," Wendy Baldwin, from Family
Planning Perspectivez, Vol. 12, No. 1, January-February, 1980.
Article submitted with teatimony in the Hearing before the
Select Committee on Children, Youth, and Families, July 20, 1983.

65. "Trends in Adoleacent Contraception, Pregnancy and
Childbearing," Wendy Baldwin, reprinted from Premature

Adolescent Pregnancy and Parenthood. Article submitted with
testimony in the Bearing ;-:ore the Select Committee on
Children, Youth, and Famzliea, July 20, 1983.

66. "Deficit Reduction Act of 1984," A Report of the Children'a
Defense Fund, 1984.

67. "Parly Childbearing and Completion of High School," Frank L.
Mott, et al, Family Planning Perspectivea, Vol. 17, No. 5, pp.
234-237, September/October, 1985.

68. "Parental Notification for Family Planning Services: Title X
Regulationsc Mini Brief Number MB83214," Susan Bailey, Education
and Public Welfare Division, Congressional Research Service, May
18, 1983.

69. "Recent Trends and Variations in Births to Unmarried Women,"
Stephanie J. Ventura, National Center to: Health Statistics,

Paper presented at biennial rieeting of the Society for Research
in Child Development, Toronto, Canada, April 26, 1985.

70. "Young, Poor, And A Mother Alone: Problems and Possible
Solutions," Sheilz E. Eamerman, in Services to Young
Families, edited by McAdoo and Parham, American Public Welfare
Association, Washington, D.C., 1985.

71. "Teenage Pregnancy and Parenting: Evaluating School Policies
and Programs from 3ex Equity Perspective," Margaret C.
Dunkel, The Equality Center, Washington, DC, January 1984.
Prepared for the Council of Chief State School Officera.

72. "Households and Family Characteristics: March 1984," U.S. Bureau
of the Census, April 1985, Series P-20. No. 398, Tables: 3 and 15.
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73. National Center for Health Statistic, Monthly Vital Statistics
Report, Advance Report of Final Natality Statistics, 1980, Vol.
31, No. 8, [Supple], 1982.

74. National Center for Health Statistics, Monthly Vital Statistics
Report, Advance Report of Final Natality Statistics, 1978, Vol.
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APPENDIX IV

FEDERAL PROGRAM DESCRIPTIONS

ADOLESCENT FAMILY LIFE PROGRAM

Legislative Authority

Title XX, Public Health Service Act; expired at the end of FY
1985. It is currently operating under a continuing resolution.

Administering Agency

Office of Adolescent Pregnancy Programs, Office of the Assistant
Secretary for Health, U.S. Department of Health and Human Services;
administered at local level by program grantees.

Program Description

This program awards grants to public agencies and private
nonprofit organization. for projects to prevent adolescent pregnancy
and assist pregnant adolescents and adolescent went.. Two types
of services may be offered by grantees: (1) care services, for
which only pregnant adolescents and adolescert parents are eligible;
and (2) prevention services, which are services to prevent
adolescent sexual relations and are available to any adolescent.

Care services may include services such as adoption counseling,
referrals to pediatric care and maternity homes, educational and
vocational services, child care, homemaking education, and family
planning services. Prevention services include educational services
to teenagers and their families intended to prevent or delay sexual
relations, and pregnancy testing, nutritional counseling, and
transportation (but no family planning services).

Under the law, grantees are to give primary emphasis to
servicing adolescents under age 18. The federal share of funded
projects is 70% in the first two years, with a decreasing federal
share thereafter. (For a list of projects funded under AFLA, see
Appendix V).

The adolescent family life program also funds research projects
into the causes and consequences of adolescent pregnancy and
parenthood. These projects are 100 percent federally funded.

Funding (millions)

FY 1981 FY 1982 FY 1983 FY 1984 FY 1985

-0- $10.0 $13.5 $14.9 $14.7

These descriptions ar, drawn from *Federal Programs Affecting
Children,* Select Committee on Children, Youth, and Families,
January 1984. Information has been updated where necessary
using materials from the Congressional Research Service.
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ADOPTION ASSISTANCE

Legislative Authority

Title IV-E of the Social Security Act, as amended; permanently
authorized.

Administering Agency

Administration for Children, Youth, and Families, Office of
Human Development Services, U.S. Department of Health and Human
Services; administered at State level by State child welfare
agencies.

Program Description

This program provides matching funds to the States, at the
Medicaid matching r,te (54 percent, nationally), for payments to
parent. who adopt an AFDC- or SSI-eligible child with "special
needs." A child with special needs is defined as a child who is
free for adoption and who has a specific condition, such as ethnic
background, age, membership in a sibling group, or mental or
physical handicap, which prevents him or her from being placed
without assistarce payments. The amount of the payments is to be
based on the economic circumstances of the adoption parents and the
needs of the child, but cannot exceed the amount the child was
receiving as a foster child. Payments can continue until the child
reaches the age of 18, or in some cases 21.

This program was established in 1980. All States participated
in the program beginning in FY 1983.

Funding (millions)

FY 1981 FY 1982 FY 1983 FY 1984 FY 1985

$5.0 $5.0 $5.0 $21.8 $32.3

AID TO FAMILIES WITH DEPENDENT CHILDREN (AFDC)

Legislative Authority

Title IV-A of the Social Security Act, as amended; permanently
authorized.

Administering Agency

Office of Family Assistance, Social Security Administration,
U.S. Department of Health and Human Services; administered at local
level by cnunty welfare offices.

Program Description

The Aid to Families With Dependent Children program was
established by the Social Security Act of 1935 as a cash grant
program to enable States to aid needy childrfl without fathers.
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The AFDC program provides cash payments to needy children (and
their caretakers) who lack support because at least one parent is
dead, disabled, continually absent from the home, or unemployed (in
some States). All Staces, the District of Columbia, Guam, Puerto
Rico, and the Virgin Islands offer AFDC for one-parent families; 23
jurisdictions also offer AFDC for two-parent fail.ms under the
AFDC-Unemployed Parent program.

States determine standards of financial need and, based on these
standards, maximum benefit levels; Federal law governs the treatment
of recipients' earrings. Since October 1, 1981, Federal law has
imposed a gross income limit, set at 150 percent of the State's need
standard. States set resource limits within the Federal outer limit
of $1,000 in equity value per family in counted resources. Excluded
are a home, the equity value of a car up to $1,500 (or a lower State
limit); and, at State option, items of personal property deemed
essential to daily iving.

Federal matching for AFDC benefits varies among States. All
States except one receive AFDC reimbursement on the basis of the
Medicaid formula , which offers cost-sharing for all benefits paid,
no matter how high.

AFDC eligibility ends upon a child's 18th birthday unless a
State chooses to pay benefits to high school students until they
turn 19.

As a condition of eligibility, AFDC mothers must assign their
child support rights to the State and cooperate with welfare offices
in establishing paternity of a child born outside of marriage and in
obtaining child support payments. The Deficit Reduction Act of
1984, however, required the first =s0 per month of child support
collected on the family's behalf be given to the family and not
counted in determining the benefit amount for any family applying
for or receiving AFDC.

Generally, able-bodied recipients are required to register for
work or job training unless they are caring for a child under age 6.

AFDC elibibility confers automatic eligibility for Medicaid.

Additional changes to AFDC were made under authorization of the
Deficit Reduction Act of 1984. The absolute income ceiling for
those qualifying for AFDC was raised to 185% of the state's standard
of need. The Act also extended the $30 work incentive esregard to
12 months, expanding the work incentive. Finally, the income of
miaor siblings and grandparents must be counted in determining a
family's eligibility for AFDC and its benefit level.

Funding (billions)

FY 1981 FY 1982 FY 1983 FY 1984 FY 1985

$6.8 $6.6 $6.8 $7.7 $8.0

(Spending for children and adults. The percentage of funds that
goes to children is not available. Administrative costs are
additional.)
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EDUCATION CONSOLIDATION AND IMPROVEMENT ACT (MIA)

Legislative Authority

Chapter 1, Education consolidation and Improvement Act of 1981
(Title V, subtitle D of the Omnibus Budget Reconciliation Act of

1981, P.L. 97-35); expires at the end of FY 1987.

Administering Agency

Office of Elementary and Secondary Education, U.S. Department of
Education; State and local education agencieY.

Program Description

Two major types of programs are authorized under chapter 1 of
the Education Consolidation and Improvement Act (ECIA): local
education agency (LEA) programs and State agency programs. Most
program funds are distributed under the LEA programs, wherein
caspensatary education services are provided to educationally
disadvantaged children attending local public and private schools.
Funds are distributed to and within LEAs based primarily Jr: the
number of children from poverty families. However, within schools
selected for program participation, the eligibility of children for
chapter 1 services is determined solely on the basis of educational
disadvantage, not income.

The Department of Education (ED) has estimated that 75 percent
of chapter 1 LEA grants are used for basic instructional
servicesthe remainder for related services, administration, and
minor construction. Approximstaly 78 percent of LEA program
participants receive compensatory reading instruction, while 46
percent receive supplementary mathematics instruction.

The State agency programs provide funds to State agencies
directly responsible for certain types of disadvantaged children;
handicapped, migratory, and neglected or delinquent children. As
with the LEA grant program, funds are used for compensatory
education and related services for these specific groups of
disadvantaged children served by State agencies.

Finally, chapter 1 also authorizes such smaller programs of
grants for State administration (1 percent of the State's chapter 1
grant, or a minimum of $225,000), plus evaluation and studies of the
effectiveness of chapter 1 activities.

Funding (billions)

FY 1981 FY 1982 FY 1983 FY 1984 FY 1985

$3.1

FAMILY PLANNING

Legislative Authority

$3.0 $3.2 $3.5 $ 3.7

Title X, Public Health Services Act, expired at the and of If
1985. It is currently operating under a continuing resolution.
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Administering Agency

Office of the Assistant Secretary of Health, Public Health
Service, U.S. Department of Health and Human Services; local family
planning clinics.

Program Description

Title X provides support for (1) family planning clinics, (2)
training of family planning personnel, and (3) development and
dissemination of family planning and population growth information
to all persons desiring such information. host title X dollars are
awarded to family planning clinics. Participating clinics must
(Ater a broad range of family planning methods and services,
including natural family planning methods, infertility services, and
services for adolescents.

Grants and contracts are available to public or non-profit
private entities to establish and operate family planning clinics.
The Office of Family Planning allocates funds to the regional
Department of Health and Human Services office which then determines
which family planning projects should be funded. No matching
requirements exist for these grants. However, Federal regulations
specify that no family planning clinic project grant may be made for
an &mount equal to 100 percent of the estimated costs.

There is no statutorily mandated target population under title
X, although regulations require that priority in the provision of
clinic services be given to persons from low-income families.
Clinics must provide services free of charge to low-income person*,
who are defined by Federal regulation as persons whose income does
not exceed 100% of the poverty level.

Funding (millions)

FY 1981 FY 1982 FY 1983 FY 1984 FY 1985

$161.7 $124.2 $124.1 $140.0 $142.5

(Spending for children and adults. The percentage of funds that
goes to women under 20 is not available.)

FOOD STAMP PNWSAM

Legislative Authority

Food Stapp Act of 1977 as amended; expired at the end of FY
1985. It is currently operating finder a continuing resolution.

Administering Agency

Food and Nutrition Service, U.S. Department of Agriculture;
administered at the State and local level by welfare departments.

Program Description

The food stamp program provides a month!,: supplement in the form
of food stamps to the food purchasing power of low-income
individuals and families. Food stamp bemfits received are usable
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to purchase food for home consumption, and in certain cases,
pzepared meals or food-related items such as seeds and plants for
growing food at home. Assistance is provided directly to eligible
low-income recipients through local welfare agencies and averages
(in FY 1983) about $43 per person per month, although varying by
income and household size. Benefit costs and roughly half of the
program's administrative costs are financed by the Federal
Government, with the remaining costs (half of State and local
administrative expenses) financed by States and localities.

The program's eligibility and benefit rules are federally
established and, with few exceptions, are nationally uniform.
Eligibility depends oL a household' income and liquid assets,
a.though adult household members aged 18 through 59 must register
for, seek, and accept suitable employment unless disabled, already
employed, or caring for a disabled or very young dependent.
Generally, the program aims at assisting households with gross
monthly incomes below 130 percent of the Federal poverty level, and
few categorical rules, such as disability status or age, are
applied.

Beginning in FY 1982, the food stamp program in Puerto Rico was
replaced by a nutritional assistance block grant that grants
benexzts in cash.

Funding billions)

FY 1981 FY 1982 FY 1983 FY 1984 FY 1985

$113.0 $11.2 $12.8 $12.6 $12.6

(Spending for children and adults. The percentage of funds that
goes to children is not available. For fiscal years 1982 through
1985, includes funding for a nutritional assistance block grant to
Puerto Rico.)

JOB TRAINING PARTNERSHIP ACT (JTPA)

Legislative Authoritx

Job Training Partnership Act; permanently authorized.

Administering Agency

Employment and Training Administration, U.S. Department of
Labor; State Governors; local service delivery areas.

Program Description

The Job Training Partnership Act (JTPA) authorizes a number of
Federal job training programs, itcludings (1) training for
disadvantaged youth and adults to be administered through local
service delivery areas; (2) summer youth employment and training,
also administered by local service delivery areas; and (3) the Job
Corps, administered directly by the Labor Department through
national contractors. Services for youth include classroom
training, on-the-job training, work experience, education, and a
limited amount of subsidized employment, all during the academic
year, and a summer youth employment program. Eligibility generally
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is limited to economically disadvantaged* 16 through 21 year olds,
although 14 and 15 year olds can also be served at local option.
The program is 100 percent federally financed, and local planning is
conducted by Private Industry Councils, which repraaent local
businesses and other interests, in partnership with local
governments.

The Job Corps is a residential education and training program
for educationally and economically disadvantaged youth aged 14
throl.gh 21.

The Job Training Partnership Act went into effect on October 1,
1983, replacing the Comprehensive Employment and Training Act
(CETA). Job Corps and the summer youth employment program botn had
been authorized previously under CETA. However, in addition to the
main training program for adults and youth, which existed under CETA
and was replaced by JTPA, CETA had also authorized an additional
separate program of youth training. Under JTPA, local areas receive
a single grant for serving youth and adults, of which 40 percent
must be used for youth.

Funding (millions)

CETA FY 1981 FY 1982 FY 1983
Title II-B,C--
training for
adults and
youth $2,102 $1,152 $1,759

Title IV -A --

youth training

Job Corps

825 192 192

561 586 618

Summer youth
program 839 460 825

TOTAL $4,327 $2,390 $3,394

JTPA FY 1984 FY 1985

Title II-A $1,886 $1,886

Job Corps 599 617

Summer
youth program

TOTAL

825 725

$3,310 $3,228

(Amounts for title II under both CETA and JTPA, include spending for
children and adults. The percentage of title II funds that went to
children is not available. The total amount listed for JTPA only
refers to programs relating directly to youth.)

* Economically disadvantaged is defined as having income below 100
percent of the OMB poverty level or 70 percent of the Bureau of
Labor Statistics lower living standard.
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MATERNAL AND CHILD HEALTH (MCH) SERVICES BLOCK GRANT

legislative Authority

Title V, Social Security Act; permanently authorized.

Administering Age a
Health Resources and Services Administration, Public Health

Service, U.S. Department of Health and Human Services; State health
agencies.

Program Description

The hCh Block Grant provides health services to mothers and
children, particularly those with 'ow income or limited access to
health services. The purposes of the block grant include, among
others, ref. 7ing infant mortality, reducihy the incidence of
preventable Isease and handicapping conditions among children, and
increasing th of pr_--tal, delivery, and postpartum
care to low - income mothers.

States determine the services to be provided undo. he block
grant. Services can include prenatal care, well -child clinics,
immunizations, vision and hearing screening, dental care, anG family
planning. They may also include in-patient services for crippled
children, screening for lead - based poisoning, or counseling services
for parents of Sudden Infant Death Cyndrose victims.

By 1,:w, between 85 and 90 percent of the MCH block grant
appropriation is allotted. `o states to provide health services under
the block grant. Between 10 and 15 percent is reserved under a
Federal set-aside. In FY 1983, 85 percent of the block grant

appropriation was allotted among States. Each State' individual
allotment is based on the proportion of total fundirg it received in
FY 1981 under certain categorical programs now consolidated under
the kook grant program. These programs re NCH and crippled
children's sere es, supplemental security income services for
disabled children, lead -bred paint poisoning prevention, sudden
infant death syndrome, and adolescent pregnancy.

Eligibility criteria under the block grant may be set by the
States themselves. States are allowed to charge for services
provided; however, moth=ra and children whose incomes fall below Oe
poverty level may nut be charge I for service.

Each year, 10 to 154 of the block appropriation is reserved
under the federld set-aside for P H special pro;ects of regional and
national significance, research and training, and genetic di
and hemophilia rrocrams

For eacn $4 in federal funds a stati receives, it must spend
in state funds.

?undinq (mi)lions)

FY 1981 FY 1982 FY 1983 FY 1984 FY 1985

$454 1 $373.0 $478.0 $399.0 $478.0
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MEDICAID

Legislative Authority

Title XIX of the Social Security Act, as amended; permanently

authorized.

Administering Agency

Health Care Financing Administration, U.S. Department of Health
and Human Services.

Program Description

Medicaid is a Federal-State matching program providing medical
assistance for certain low-income persons who are aged, blind,
disabled, or members of families with dependent children. Within

Federal guidelines each State designs and administers its Gwn
program. An a result, substantial variation exists among the States
in terms of persons covered, services offered, and amount of payment
for such services.

Medicaid authorizes medical vendor payments for covered
services. Under the Medicaid program, States must provide minimum
benefits fox "categorically needy" individuals. In general, these
are persons receiving assistance under the AFDC or SSI pr'.grams.
'nimum benefits include inpatient and outpatient hospital services;

laboratory and x-ray services; skilled nursing facility (SNF)
services for those over age 21; home health services for those
entitled to such care; early and periodic screening, diagnosis, and
treatment (EPSIYT) for those under 21 (see below); family planning
services and supplies; and physician services. States may also cosier

"redically needy" persons, that is individuals whose incomes are
slightly in excess of the standards for cash assistance, provided
that (1) they are aged, blind, disabled, or members of families with
dependent children, and (2) their income (after deductions for
incurred medical expenses) falls below the State standard. Stites

which r'hooE to serve the medically needy may provide the same

servic, to this population group as they do to the categorically
needy but are not required *o do so. However, Statt, which do
provide any services to the medically needy, must, at a minimum,
provide ambulatory services for children and prenatal and delivery
services for pregnant women.

The Defir Reduction Act of 1984 required states, as of October
1, 1984, to extend Medicaid coverage to certain categories of
pregnant ,,men and children whose coverage was pr,vlously provided at

the State's option. This provision is known as the Child Health

Assurance Program (CHAP). These categories include persons meeting
AFDC income and resources requirements if they are (1) first-tim..

pregnant women eligible from the time of medical verification of
pregnancy; (2) pregnant women in two-parent families where the
principal breadwinner is unemployed from the point of the medical
verification of pregnancy; and (3) children born on or after Oct. 1,

1983, up age 5, in two-parent families.

The Federal Goverhment'r share of Medicaid is tied to a formula
which is inversely related to the per capita income of the State; thA
Federal matching rate thus ranges from 50 to 78 percent with a
national average of 54 percent. Administrative costs are ,enerally
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matched at 50 percent except for certain items which are subject to a
higher matching rate.

EPSDT is designed to increase the availability and quality of
health care to children in low-income families. Under this program,
States are required to provide or purchase the care and services
necessary to screen, diagnose, or treat individuals under the age of
21 who are members of families designated as "categorically needy" by
the Medicaid program. States must also develop an outreach program
to inform eligible residents that such services are available.
Eligibility for the program is based on Medicaid eligibility
criteria. Reimbursement under the program is also under the general
Medicaid reimbursement structure.

Funding (billions)

FY 1981

$3.5

FY 1982

$3.6

FY K83 FY 1984

$3.5 $4.0

(Total Medicaid payments for child health services.)

SOCIAL SERVICES BLOCK GRANT (SSBG)

Legislative Authority

Title XX of the Social Security Act; permanently authorized.

Administering Agency

Office of Development Services, U.S. Department of Health
and Human Services, State social service agencies.

Program Description

Under the social services block grant, States receive Federal
funds to provide various social services to their c.tizens; funds are
distributed to States according to their relative population. Within
bread Federal guidelines, States are free to design their own
i;rograms, establish their own income eligibility criteria, and
develop their own funding priorities. Prior to FY 1982, States were
required to furnish non-Federal matching funds and to observe
federally established income criteria and priorities for certain
population groups, such as welfare recipients. Day care provided to
children, which traditionally has been the singl. largest service
funded title XX, also had to meet certain Federal requirements prior
to FY 1982. However, the Omnibus Budget Reconciliation Act of 1981
eliminated ,most Federal regulation of the title XX program and
transferred maximum decision-making authority to the States.

In FY 1982, services provided by most States included child day
care, protective and emergency services for children and adults,
counseling, family planning, home-based services such r; homemaker
and chore services, information and referral, and adoption and foster
care services.

In FY 1985, there was an aiditional appropriation of $25 million
under the riaG for the training or child care personnel and parents
in child development and child abuse prevention.
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Funding (billions)

FY 1981 FY 1982 FY 1983 FY 1984 FY 1985

$3.0 $2.4 $2.7 $2.7 $2.7

(Combined funding for title XX services and training. These figures
represeut total Federal funding for social services to adults and
children. No breakdown is available on the percentage of these total
appropriations which were used to benefit children. However, the
Department of Health and Human Services estimates that in FY 1980, 39
percent of total title XX expenditures were for services provided
exclusively to children and youth.)

SPECIAL SUPPLEMENTAL FOOD PROGRAM FOR WOMEN, INFANTS AND CHILDREN
(WIC)

Legislative Authority

Child Nutrition Act of 1966, as amended; expired at the end of FY
1984. It is currently operating under a continuing resolution.

Administering Agency

Food and Nutrition Service, U.S. Department of Agriculture, State
health departments and recognized Indian groups; local health
agencies.

Program Description

The special supplemental food program for women, infants and
children (WIC) distributes Federal funds to States and certain
recognized Indian tribes or groups to provide supplemental foods to
low-income, postpartum, and nursing mothers, and Infants and children
up to age 5 who are diagnosed as being at nutritional risk. The
program operates out of local health agencies or community agencies
providing access to health care. Funds are used to pay the cost of
specified nutritional foods provided to WIC participants; to assist
in meeting administre.ive coats associated with program operation;
and to provide participants with nutrition education.

Fcoa benefits provided under the program are provided monthly and
consist of specified items which vary in type and quantity according
to the nutritional needs of the participants. These consist largely
of dairy products, cereals, fruit and vegetable jr _ces and infant
formula. Participants either receive the food from the local agency,
or purchase it frt.!' a retail outlet through the use of a voucher
impelled by the local agency. This voucher specifies the items and
quantities which may be purchased by the participant, and is the most
common form of food delivery in the WIC program. Participants must
show ev..dence of nutritional deficiency and have an income that is no
higher than 185 percent of the poverty level in order to be eligible
for the program. States may set income criteria that are lower than
185 percent of the poverty level; however, such criteria may not be
set at less than 100 percent of this level. In FY 1982, the

natiohwide average monthly food benefit provided to a participant was
$29.25.
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Funding (millions)

FY 1?81 FY 1982 FY 1983 FY 1984 FY 1985

$887.6 $904.7 $1,360 $1,400 ' $1,500

(Sending for children and adults. The percentage of funds that goes
to children is not available.)

VOCATIONAL EDUCATION

Legislative Authority

Vocational Education Act of 1963 as amended; expired at the end
of Fiscal Year 1984. Aeplaced by the Carl D. Perkins Vocational
Education Act of 1984.

Administering Agency

Office of Vocational and Adult Education, U.S. Department of
Education; the State board of vocational education and the State
vocational education advisory council; local education agencies and
area vocational education schools.

Program Description

On October 19, 1984, the Carl D. Perkins Vocational Education Act
was signed into law. This new law is a comprehensive revision and
replacement of the Vocational Education Act of 1963 (VIA), and
represents the first major modification of the program since 1976.

Ninety-seven percent of funds authorized under this Act are
designated for basic State grants, with two percent reserved for
national programs. Bilingual vocational training funds are

diE ibuted as project gra: by the Secretary of Education.

From its basic State grant, each State must spend, according to
its State plan, 43 percent for vocational education program
improvement, innovation, and expansion. The other 57 percent must be
spent for vocational education programs for special populations and
activities. Funds must be reserved for disadvantaged (either
economically or academically) and handicapped persc_s. Each State
way reserve up to I percent of its total allotment from all grants
for administrative expenses.

A number of new activities are authorized, including programs
for: native Hawaiians, severely disadvantaged youth served by
community-based organizations, industry-education partnerships for
training in high-technology occupations, a national assessment of
vocational education conducted by the National Institute of
Education, cooperative demonstration education programs, State
equipment pools, and demonstation centers for the retraining of
dislocated workers.
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Funding (mullions)

FY 1981 FY 1982 FY 1983 FY 1984 FY 1985

$685.6 $659.5 $732.3 $742.0 $842.0

(Spending for children and adults. The percentage of funds that goes

to children is not available.)
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Grantee

APPENDIX V

ADOLESCENT FAMILI LIFE PROGRAM GRANTEES NY STATE - 1985

Amount
No. Awarded Project Director

ALABAMA
?5.1-es Henderson Child Health Center
P.O. Box ni
Troy, AL 36011

ARIZONA
Tucson Unified School District No. 1
1010 East Tenth St.
Tucson, AZ 13717

CALIFORNIA
Family Service Agency of San Francisco
1010 Gough St.
San Frarcisco, CA 94109

CM91:0

unity Program. Inc.
3607 Martin Luther King Blvd.
Dewier, CO 10203

comecncul
Eastern Connecticut Parent-Child Res. System
131 Main St.
Putnam, CT 06260

Hill Health Corp.
400 Columbus Ave.
New Haven, CT 06519

MT OF COLUMBIA
t College

100 Florida Ave., N.E.
Washington, DC 20002

Cities-In-Schoch, Inc.
1323 If Street, N.W.
Washington, DC 20009

COSSMHO - The National Coalition of Hispanic
Mental Health k Human Services orgs.

1030 13th Street, N.W.
Washington, DC 20063

National Conference of Catholic Charities
1346 Connecticut Ave., N.W.
Washington, DC 20036

DISTRICT OF COLUMBIA (Cont'd)
American Red Cross
17th Street, N.W.
Washington, DC 20006

348

363

70i $226,622 3olin A. Little
203-366-7600

311 $14i, 370 Sherry Betts
602-621-7111

101 $264,290 Amy Williams
415-661-ii10

3:6 $184,286 Marilyn Spurted(
303-399-0603

508 893,679 Richard T. Cass
203-928-6567

313 $20,000 Carlos Salguero, M.D.
203 - 436 -7110

301 $43,430 Margaret G. Hallau
202-631-3039

703 $340,000 Maurice Weir -
202- 321 -1216

102 $353,464 3ane L. Delgado
201-371-2100

111 $315,713 Rosemary Winder
202-7113-2757

814 $174,960 Bruce Spitz
202.639-3016



FLORIDA
Economic Opportunity
5361 N.W. 22nd Ave.
Miami, FL 33142

YWC of St. Petersburg
647 First A ,e., North
St. Petersburg, FL 33701

GEORGIA
Parent and Child Development ' ervices
312 East 39th St.
Savannah, GA 31401

Emory University
School of Medicine
Atlanta, GA 30322

GUAM
Dept. of Public Health & Social Services
P.O. Box 2816
Agana, Guam 96910

HAWAII
KaiTOT Hawaii, Dept. of Health
76IA Sunset Ave., %Silcox Bldg
Honolulu, HI 96816

IDAHO
Community Health Clinic. Inc
1303 Thad St., Nnrtn
Nampa, ID 83651

ILLINOIS
University of Illaiois
1207 West Oregon
Llibana, IL 61801

Hull House Assn.
118 North Clinton
Chicago, IL 60606

Committee on the Status cf Women
1850 E. Ridgewood Lane
Glenview, IL 60025

INDIANA
Lutheran Family Services of N.W. Indiana
8127 Merrillville Road
Merrillville, IN 46410

City of Gary
1100 Massachusetts Ave.
Gary, IN 46407

KANSAS
Lyon County Health Dept
802 Mechanic
Emporia, KS 66801

349

505 $38,146 Pearl Garrick
305-635-7701

509 $67,500 Peggy Sanchez
813-896-4629

107 $85,714 Brenda Nelson
912-355-8577

312 $81,435 Marion Howard, Ph.D.
404-588-4204

109 5113,313 Karen Cruz
617-734-4192

507 $96,900 Henry Ichiho, M.D
803-735-3056

117 $156,030 David Reese
208-467-4431

118 $92,032 Edmund V. Mech
217-333-2261

504 $180,543 Marrice Coverson
312-726-1526

816 $101,901 ;Ithleen Sullivan
312-729-5042

3'' $82,964 Joel Amoeling
219-769-3521

510 $12,833 Barbara Farrar
219-186-3051

517 360,603 Eileen Greischar, R.N.
316-342-4364
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KENTUCKY
Lexington-Fayette County Health Dept.
650 Newtown Pike
Lexington, KY 40508

LOUISIANA
Louisiana Dept. of Health & Human Resources
P.O. Box 94095
Baton Rouge, LA 70804-9095

Dept. of Health and Human Resources
1523 Fairfield Ave.
Shreveport, LA 71130

Family of the Americas Foundation
1150 Lovers Lane, P.0 Box 219
Mandeville, LA 70448

MAINE
anesii Program
200 College Street
Lewaton, ME

Medical Care Development, Inc.
II Parkwood Drive
Augusta, ME 04330

MARYLAND
t. Ann's & Maternity Home

4902 Eastern Ave.
Hyattsville, MD 20782

MASSACHUSETTS
Our Lady of Providence Children's Center
2112 Riverdale Street
West Springfield, MA 01039-1099

St. Margaret's Hospital
90 Cushing Ave.
Dorchester, MA 02125

MICHIGAN
Wilrity Intermediate School District
2000 Pagel
Lincoln Park, MI 48146

Catholic Social Se vice of Wayne County
9851 Hamilton Ave.
Detroit, Ml 48202

MINNESOTA
Minnesota Institute
2829 Verndale Ave.
Anoka, MN 55303

St. Paul-Ramsey Medical Center Commission
640 Jackson
St. Paul, MN 55108

Search Institute
122 W. Franklin Ave., Suite 213
Minneapolis, MN 33404

350
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303 $115,883 Carol Bryant, Ph.D.
606-252-2371

102 $57,608 Angelin Morgan
304-342-2715

308 $62,260 Sandy Cahn
318- 226 -74b0

804 $229,576 Gail Cox
504-626-7724

115 $214,840 Mavourneen Thompson
207-783-1021

313 $101,344 Patricia Randoli ')
207-622-7565

105 $136,734 Sister Cora Anne Signaigo
301-559-5500

119 $209,523 Allison Farrington
413-7V.-7366

711 $292,519 Frances L. Kellogg
617-436-8600

104 $100,000 Drema Raupp
313-386-1250

307 $41,334 Gail Zettel
313-883-2100

309 $94,429 Richard Neuner
612-427-5310

702 $210,000 Laura Edwards, M.D.
6:2-221-8876

801 $194,626 David Schuelke, Ph.D.
612-870-3664



MISSISSIPPI
Exchange Club Parent/Child Center
2906 N. State Street, Suite 401
Jackson, MS 39216

MISSOURI
S.E. .lissouri Assn. of Public Health

Administrators
515 First Street, P.O. Box 805
Kennett, MO 63857

MONTANA
Young Families Program, Inc
903 North 30 Street
Billings, MT 59101

Montana State University
221 Herrick Hall
Bozeman, MT 59717

NEBRASKA
Father Flanagans Boys Home
2606 Hamilton Street
Omaha, NB 68131

NEW HAMPSHIRE
Visiting Nurse nssn.
194 Concord St.
Manchester. NH 03104

NEW JERSEY
Camden County Der of Health
1800 Pavilion West, 2101 Ferry Ave.
Camden, N] 08104

NEW MEXICO
La Clinica de Familia, Inc
101 North Alameda B'vd.
Las Cruces, NM 88005

NEW YORK
Mt Vernon Public Schools
165 N. Columbus Ave.
Mount Vernon, NY 10553

Manpo,cr Derhorotra arch C, 7

3 Park Ave.
New York, NY

National Urban LeacJe, Inc
500 East 62nd St.
New York, NY 10021

Covenant 'louse
46C W 4'st St
New Yo'k, NY 10036

Soothe Tier Office ,f Sort, I Mio.str,
160 High St.
Elmira, NY 14901

Bank Street College o' Fducat,on
610 West 1:2th St.
Nev York, NY 10025

-,o/s Clubs of America
771 First Av-.
New 'York, NY 10:17

151

114 541,817 Becky Williams
601-366-0325

Tr 5 547,598 Beth Welborn-Bischof
314-888-5892

112 $62.414 Michele Konzen
406-259-2007

315 $84,388 Joye B. Kohl
406-994-3241

110 $112,072 Mary Fri.., Flood
402-341-1333

103 $64,285 SaraITHubbard
603-622-3781

522 $290,531 Ruth Salmon, Ph D.
609-757-4458

108 585,106 Shirley Dundon
503-523.2042

302 $116.486 Marcia Miller
914-668-6580

803 $180.000 Barbara B. Blum
212-532-3200

805 $193,574 Johanne C. Dixon
212-310.9233

807 5409.029 Catherine Ashman
2l2-613-0363

nthohy T. Barbaro
607-734-9784

810 X273,000 Jacqueline L. Rosen
212-663.7200

815 5162,381 Roxanne 'lett
212-557-8597
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NORTH CAROLINA
tTe7ne County Health Care
P.O. Box 657
Snow Hill, NC 28580

OKLAHOMA
Salvation Army Maternity Home
7802 W. 7th St.
Tulsa, OK 74101

Margaret Hudson Program
P.O. Drawer 6340, 1205 W. Newton
Tulsa, OK 74148

OREGON
Young Women's Christian Assn.
76i State St.
Salem, OR 97301

PENNSYLVANIA
The Guidance Center
620 W. Main St.
Smethport, PA 16701

Maternal & Family Health Services
37 N. River St.
Wilkes Barre, PA 18701

PUERTO RICO
ageThanIegtonal Hospital

Dept. of Health
P.O. Box 3729
Caguas, PR 00626

RHODE ISLAND
Rhode Island Dent. of Human Services
600 New London Ave.
Cranston, 6.I 02920

Providence Ambulatory Health Care Foundation
469 Angell St.
num.- ..^, RI 02906

SOUTH CAROLINA
Porence Crittenton Home and Hospital
19 St. Margaret St
Charleston, SC 29403

University of South Carolina
School of Public Health
Columbia, SC 29208

St. Mary Human Development Center
Route I, Box 177
Ridge land, SC 29936

SOUTH DAKOTA
South Dakota Dept. of Health
523 East Capitol
Pierre, SD 57501

352
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501 $90,287 Helen Hill
919-747-3841

I!6 $136,430 Mrs. Jacqueline To Ir.
918-745-1827

314 $66,920 Nancy Pate
918-585-8163

III $3,174 Pat Casey
503-581-9922

316 $71,987 Carol Mikanowicz
811.,-887-5591

512 $114,500 Francis Ange'ella
717 -822 -232)

113 $163,736 Francisco Ramos, M.D.
809-743-4406

121 $150,000 Francine Connolly
401-464-3415

706 $131,000 Lynne Spector
401-861-6300

120 $172,)93 mary Green
803- 722 -7526

303 $66,961 Murray Vincent, Ed.D.
803-777-3132

319 $161,904 Ellen Robertson, Ph.D.
803-726-3338

318 $98,540 Karen E. Pearson
605-773-3737



TENNESSEE
Douglas Cherokee Economic Authority
P.O. Box 1218
Morristown, TN 37814

TEXAS
Itolic Family Service

1322 S. Van Buren
Amarillo, TX 79101

University of Texas Health Science Center
5323 Harry Hines Blvd.
Dallas, TX 75235

UTAH
Brigham Young University
Dept. of Family Services
Provo, Utah 84602

University of Utah Medical Center
30 N. Medical Drive
Salt Lake City, Utah

Utah State University
Developmental Center for Handicapped Person
Logan, Utah 84322-6800

VERMONT
Addison County Parent/Child Center
Box 646
Middlebury, VT 05753

VIRGINIA
Norfolk State University
2401 Corprew Ave.
Norfolk, VA 23504

American Assoc. for Counseling & Development
3999 Stevenson Ave.
Alexandria, VA 22304

WASHINGTON
Tacoma/Pierce County Health Dept.
3629 South D Street
Tacoma, WA 98403

Adoption Services of WACAP
P.O. Box 2009
Port Angeles, WA 98362

WISCONSIN
Family Hospital
2711 Wells St.
Milwaukee, WI 33208

WEST VIRGINIA
Memorial General Hospital Assn.
1200 Harrison Ave.
Elkins, WV 26241

LEGEND:

100 Series = Care
300 Series Prevention
300 Series = Combination
700 Series *Special Consideration
800 Series = National

353

313 $131,406 Cynthia P. Norton
615 -387 -4300

514 $203,873 Larry Watson
806-376-4571

809 $470,700 Robert G. McGovern, M.D.
214-688-2948

306 $133,123 Terrance D. Olson, Ph.D.
801-378-3375

710 $144,167 Arthur Elmer, M.D.
801-581-3729

813 $148,467 Helen Mitchell
801- 730 -2000

521 $142.500 Susan Harding
S02-338-3171

520 $91,'..75 Margaret J. Kelly, Ph.D.
804-623-8651

812 $100,432 Sharon Alexander
703-823-9800

506 $111,172 Arlene Brines
206-593-4813

806 $291,230 Barbara Dunbar-Burke
206-943-3182

502 $182,301 Mary 3u Bench
414-937-2727

704 $188,500 Frances Jackson
304- 636 -9430
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ADDITIONAL VIEWS OF HON. GEORGE MILLER, CHAIRMAN; HON. WILLIAM
LEHMAN; HON. PATRICIA SCHROEDER; HON. MATTHEW F. MCHUGH; HON. TED
WEISS; HON. BERYL ANTHONY, JR.; HON. BARBARA BOXER; HON. SANDER M.
LEVIN; HON. BRUCE A. MORRISON; HON. J. ROY ROWLAND; HON. GERRY
SIKORSKI; HON. ALAN WHEAT; HON. MATTHEW G. MARTINEZ; HON. LANE
EVANS; HON. HAMILTON FISH, JR.; AND HON. NANCY L. JOHNSON

We find unacceptable a million, mostly unwanted, teen

pregnancies each year; 500,000 births, more than half tc, unmarried

teens; and, 400,000 abortions.

Not only is it unacceptable, but as this Committee has heard, it

is devastating for the vast majority of the teen parents. They will

earn less, they will complete fewer years of education, their

infants will be at risk, and their early marriages will be more

likely to end in divorce.

Such devastation is not necessary. Other countries do much

better. And there are currently examples throughout this country of

programs that can reduce both the incidence of unwanted pregnancy,

and the ensuing consequences. So we know that the private pain and

public cost of teen pregnancy need not be inevitable.

The choice is now up to policymakers, at every level. We can

expand opportunities for adolescents to r,:ticipate more fully

societ,, including the opportunity to gain better control over their

own lives by having the necessary inf)rmation and services to -ake

responsible choices about parenting. And we can give parents of

these adolescents the help they are seeking.

Cr we can continue Lc, condemn and ignore this 'ational tragedy,

allowing it to take its toll on young people and tie natior.
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This is not to suggest that it is easy to deal with the problems

of adolescence, especially those involving sexual activity. As we

were told at one of our early hearings:

Because we give adolescents almost no opportunities
for acknowledged competence beyond academics and
athletics, And because we fail to invite the
contributions they are ready to make to their
communities, many adolescents are barred from adult
recognition. In so doing, we abandon them to the peer
group which, while more often than not supportive and
generous, is equally shaky and needy (15).

It is within this often confused, and relatively immature

context, that the problem of teen pregnancy must be understood. For

many of the teens involved, poverty is also a daily fact of life,

and is a further constraint on their opportunities.

That is why we feel 80 strongly about reaching young people with

adequate prevention and intervention efforts. They need, by their

age and circumstance, our best and most honest guidance regarding

questions of sexual behavior, pregnancy and parenthood.

Wa believe we can do better by focusing much more on preventing

unwibted tee, pregrrncieB. Those who are concerned about the issue

of adoles:ent pregnancy and parenthood agree that prevents ng teenage

pregnancy is a priority.

We know contraception works. We know sex education can make a

real contribution. We know comprehens,ve health care is essential.

And we know there are emerging prevention models, like school-based

clinics, that have already shown enormous potential.
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This Report makes all too clear that these proven and promising

preventive approaches are everywhere too few, under-emphasized, and

uncoordinated.

We can be certain what will happen if we cuntinue along this

path.

We will see hundreds of thousands more teen parents each year,

look g at a future of almost certain poverty.

We will see tlrir infants, from the outset, at much greater risk

of mortality and morbidity. We will watch these families st.aggle

to overcome great odds. We will see lir childre., pei:orm less

well than others in school, incr,,ling t'e "Akelihood that they too

will drop c*:. of school, beginning a repeat of th,., same high-risk

cycle.

In ailition to the private tragedy of teen pregnancy, this

Report confirms the astounding costs of te,n pregnem-v. Literally

tens-of-billions of public and private dolbrs are spent each year

carim, ,r the basic needs of these infants, and their parents.

PERSISTENCE AND MAGNITUDE OF TEEN PREGNANCY CAUSES PARENTS TO SEEK

HELP

During the 1970s, million more teenagers became sexually

active, and at younger ages. In the 19808, this increase has slowed

and may even be reversing (9). The pregnancy rate among teens nes

....ullcaed a simil.r pattern -- with an increase in the 1970s, and

considerable slc irj of the increase since 17d0 (5).
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We are heartened that these trend. may be turning around.

But the fact rema'^s that too many teenagers become yregnant or

bear children when they are not ready or able to shoulder the

emotional, physical, or fiscal responsibilities of being parents.

In 1982 (the mos* recent year for which comparable information is

available), 1,110,287 young wcnen through age 19 became pregnant,

and 523,531 gave birth (A. Of those who gave birth, 51% were

unmarried (8).

These persistent trends have greatly affected public attitudes

regarding adolescent behavior and parents' roles.

As evidenced in a recent Luu Harris poll, many more parents are

now talking with their hildren about sex, but the topic of birt

control is not often inclucod in those conversations.

Parents admit they need yelp now, and overwhelmingly support s.x

education in s.rhools. "'h,..y believe eliminating such education would

lead to more teer pregna..cies. Also, a two-to-one majority of

adults for public schools linking up with family 2lanning clinics,

so that teens can learn about contraceptives and obtain them (10).

CONTRACEPTION IS EFFECTIVE PREVENTION

While contraception alcne cannot solve the problem of teenage

pregnancy, contracep.ion has had a significant impact on avertilog

unwanted pregnanc.es and births.

L _ 357 -
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According to one study, absent the use of contraceptives, in

1976 there would have been 680,000 additional pregnancies among

unmarried sexually active 15-19 year olds. A separate analysis

showed that enrollment by teens in family planning clinics averted

119,000 births and an estimated 331,000 pregnancies in 1976.

Combining these two finding:,, it appears that family planning

programs were responsible for half of the averted unintended

pregnancies in 1976 (14).

We also know that, contrary to what many believe, teens van be

effective contracentive users. In other countries where the rate of

sexual activity is as high as in the United States. the teen

pregnancy rate is significantly lower. In the Netherlands, Sweden,

France, Canada, and England and Wales, contrl-eptive services and

sex education more readily availab.:e ana _eens use

contraceptives consistently and effectively (6). Even in thc United

States in 1982, teenagers aged 15-19 has the highest annual

visitation rat.. to all sources of family planning services (private,

clinics, and counselors) th - all othek aye gryups (9).

The evidence shows plainly, though, that teens are likely to

become pregnant during the first six months of sexual activity --

the time period when they are delaying contraceptive use. The fact

is that too many teens do not use A contraceptive at first

intercourse (more than 75% of teens under age 15; 59% of 15-17 year

olds; and 45% of 18-19 year olds), and delay seeking contraception

for six months to two years, depending on their age. (2).

Studies have founa that teenagers delay seeking contraception

for the following reasons: 1) belief t time of month wait low

risk; 2) their youth; 3) infrequent sex; 4) general belief they
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could not get pregnant; 5) and difficulty in obtaining

contraceptives (2).

Thus, while contraception can be effective, it is too frequently

unavailable or unused when sexual activity begins.

SEX EDUCATION CAN I:ELP REDUCE ThEN PREGNANCY

We realize that sex education remains a cont.overeial topic.

Many have questioned whether -chools are a proper place for sex

education. Other have questioned the effectiveness of such efforts

in influencing rates of sexual activity, contrace,tive use, and

ignancy and birth rates.

We believe, however, that m..ny types of sex education can

contribute to reducing teen pregnancy. Studies show that sex

education leads neither to higher levels of teenage pregnancy nor to

greater sexual activity (7). In fact, a 19d2 study found that

teenagers who received sex education were more likely to use some

method of birth control. One study combining data from 1976 and

1979 found a lower pregnancy rate among females who had received

sexuality education than among those who had not (7).

Another cacenc study, which examined the association between sex

education and adolescent sexual behavior, showed that 15-16 year old

adolescents who had taken a enure. -.x education were less likely

to be sexually experienced. This study also showed that parental

roles are supplemented, not undermined, by sex education programs

t4).
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MORE FAMILY PLANNING SOUGHT BY STATES

The family planning program is the major -ourca of prevention

services to adolescents. An estimated 34% of those se s,ed are women

under the age of 20.

Although controversial to some, according to our survey, states

view family planning as very effective. Several states noted that

this program assists in the provision of services to tees and

encourages greater family involvement. Ten states recommended

increasing the availability and accessibility of family planning

services.

SCHOOL-RASED EDUCATION/CLINIC SERVICES ARE EVEN MORE EFFECTIVE

Recent research, using more sophisticated methodology, has also

shown that when education is combined with clinic services at an

accessible location, teen pregnancy is reduced.

In this research study, nine different prevention programs were

evaluated and comolred for relative effectiveness 1/. While most

programs increased knowledge among teens, no program significantly

increased or decr,,ased rates of sexual intercours,2. None of the

non-clinic programs had a significant impact upon reported use of

1/Programs selected: 1) A comprehensive, semester-long course for
juniors and seniors; 2) A one-year course for juniors and a semester
seminar for seniors; 3) A one-year freshman course and a semester
course and a ..imester-long junioz/senior seminar; 4) An integrated
K-12 program; 5) A five session course in achools, including a
parent/child program; 6) A six-session course in schools, including
a rler education program; 7)A 10-16 cession course for youth groups;
8) An all-day conference; 9) A high school education/clinic program.
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different methods of birth control. Only ,he education/cliric

approach increased the use of birth control and substantially

reouced the number of births. It also increased the pro rtion of

pregnant adolescents who remained in school, and decreasec the

number of repeat pregnancies among them (7).

This study was based upon the comprehensive high school-based

clinic program in St. Paul, Minnesota, which the Select Committee

visited in 1983, and corroborates the earlier information given to

the Committee showing a 56% reduction in the fertility rate. Since

our visit the program has been expanded and has shown consistent

results.

Another patticularly noteworthy education/clinic program begun

in 1981 in two Baltimore schools reduced pregnancy rat s among

sexually active adolescent females, while overall teenage pi inancy

rates in Baltimore were on the rise. Services provided included

sexuality edcuation, counseling, and referral for contraceptives

(11).

Mounting evidence suggests that low self-esteem and poor

prospects for the future, including toe few academic Employment

opportunities, may contribute to A teenager's decision to have a

child (3, 12, 13).

School-based clinics, by providing a range of services to

adolescents, can detect other heeltn, academic, social and family

problems that may contribute to low self-esteem and lowered

prospects fa: future self-sufficiency. For example, during the

fist three montha of operation. seventy-five percent of the visits

to DuSable High Schlols's cliqic were unrelated to family planning.

They revealed previously undetected health and emotional problems
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that were amenable to t eatment (17). Similar information has

ewer, from clinics in Dallas, Kansas City and St. Paul.

In St. Paul, more than 60% of the lie visits we.e for

services unrelated zo family planning or pregnancy, including child

abuse, mental nealth problems, financial problems, and weight

control. Treatment of minor and acute illness, and preventive

hea...h care accounted for more than one-third of all the visits (16).

Part of the success of comprehensive school based clinics is due

to their broad base of support in the community. Each program draw:

together parents and students, schools and health agencies, churches

and social service providers, and governmental and private

resources. And each program organizes its services to fit the

environment, facilities, and concerns of the teenagers IL is

designed ,o serve.

Fifteen States in our survey reported programs providing

sehonl-bs-.d health services. Seven states already have or are

planning to start sch ,sed health clinic ograms that offer

health services to the ent-re student population.

Following are j' two examples of States' recommendations on

this approach:

Connecticut

School-based health clinics are a demonstrated means of
providing comprehensive medical, educational, and
counseling services. These clinics provide total
medical services to students, not just services related
to the prevention of pregnancies and pre- and
post-natal care. In terms of the adolescent pregnancy
problem, the goals of such clinics are the prevention

of adolescent pregnancies, reduction of second
pregnancies, reduction of obstetrical complications,
and improvement of the health of the infant and twAttr.
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In Connecticut, three clinics similar to the St. Paul
model are now operating, although not on a full-time
basis. They are located in New haven, Bridgeport and
Hartford. The task force recommends expanding these
programs from half-time to full-time operations. It

also recommends that the state, through the Department
of Health Sers,...ces, provide two planning and

development grants for the establishment of one new
urban school clinic and one new rural school cliAic.

Maryland

The Governor "direct the Department of.Healt_i and
Mental Hygiene and the Maryland State Board of
Education to develop a joint plan for a network of
comprehensive school -bared health programs and that the
Governor include funding for such programs in high -risk
areas in the Fiscal Year 1987 budget. The plan should
include a profile by which those middle and senior high
schools with significant teen pregnancy problems could
be identified and placed in priority order."

OTHER COMPREHENSIVE SERVICES ALSO REDUCE TEEN BIRTH RATES

At earlier Select Committee hearings and site visits, we have

seen other prevention strategies whit:. have reduced teen birth

rates. For example:

-- The Young Adult ('linic at the Columbia Presbyterian Medical
Center in Washington Heights, New York, offers: health services
and contraceptive counseling to adolescent 21 and younger;
outreach to schools and immunity organizations to reach
pre-teens before they bbbecome sexually acti7e; parent sex
education seminars and conferences; a bilingual improvisationsl
theater troupe to increase parent-teen communication; and a
community health aivocate program staffed by community residents.

Mesa efforts decreased the percent of teens who were
pregnant before their first clinic visit from 34% to 34%, and
decreased the percentage of bIrtie to teens in that community
fror 13.8% in 1976 to 11.9% in 1983.

Health Project at the Ryan Community Health Center
in New York City p.mvides: routine health care and health
maintenance, izg..anazations, job and sports physicals, complete
contraceptive care, education and counseling, WIC and social
service referrals, outreach to schools and youth programa, and
referrals to job development and substance ahusa programs.

As a result, since 1976, the rate of teen pregnancies in
their community has declined 13.5%.
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SOME STATES BEGIN TO EMPHASIZ' PREVENTION

Effective prevention includes a variety of approaches. aex

education, family life educat'01, abstinence education, family

planning, teen counseling services, jeneral health services for

adolescents, st_lool dropout prevention programa, parent education

nrograms, and mass media campaigns are all accepted and important

preventive measures.

Eleven States specified that there has been too little focus on

prevention (Georgia, Illinois, Maryland, Michigan, New Jersey, New

York, North .2arolina, North Dakota, Texas, Washington, and

Wyoming, Many others also called or increasing services for

adolescents before a first pregnancy occurs.

Illinois has made a mapa- commitment to adolescent pregnancy

prevention, and appropriated $.2 million for its model statewide

initiative, "Parents Too Soon", begun in 1983.

As tart of its statewide initiative, the New York Governor's

Task Force on Adolescent Pregnancy pointed out the inadequate focus

on prevention which has historically characterized service delivery

to teens.

North Carolina acknowledged the same problem, noting "too little

is being provided too late for primary prevention."

CONCLUSION

It is not enough to lament the problem of unwanted teen

pre,mancy and parenting, or to chastise its victims.
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Everyone regrets the number of unwanted pregnancies and births

to teel.s, the abortions, and the lack of services to these who

become teen parents and their infants.

Everyone agrees that, for the majority of these teens and tneir

children, life wig. be much more difficult then it is for others.

What in ,mportant is to start building on the base of knowledge

that we haw about our teenage population, and on the infomation we

have about coping with a wide range of problems that affect teens in

America.

This effort must begin by seriously dealing with what may be the

single most devastating event ih a young adolescent's life -- an

unwanted teenage pregnancy.

To take seriously our responsibilities as parents, providers and

policymakers, we nave an obligation to provide better, more

consistent, and more honest guidance and opportrnities for teens

than we have.

We believe that this Repot provides more than enough evidence

to suggest that very great progress can be made. Some states and

communities have begun to take up the challenge. The state and

local innovations identified in this report should serve as models

in this important effort.

They cannot do it alone. Without a greater effort on our part,

the crisis-oriented, uncoordinated, and piecemeal efforts which

states have described to us as totally inadequate, will continue.
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It is our hope that this Report will galvanize a more

concentrated commitment to America's adolescents iz-.m both public

and private talent ant resources.

George Miller, Chairman
William Lehman
Patricia Schroeder
Matthe F. McHugh
Ted Weise

Beryl Anthony, Jr,
BarLara Boxer
Sander M. Levin
Bruce A. Morrison
J. Roy Rowlard
Gerry Sikorski
Alan Wheat
Matthew G. Martinez
Lane Evans

Hamilton Fish, Jr.
Nancy L. Johnson
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ADDITIONAL VIEWS OF HON. NANCY L. JOHNSON AND HON. HAMILTON FISH, JR.

Preventing adolescent pregnancy is an issue which is central to

any comprehensive taderal pcl...cy to assist American families,

American women, and an indeterminate number of future generations.

It is an issue that is clearly within the purview of the Select

Committee on Children, Youth, and Families to provide leadership,

and we are pleased that the Committee has begun to address this

serious problem.

For women, who have made great strides in the past two decades

in expanding their horizons to include a range c_ abilities, the

implications of teen pregnancy are devadtatin, Only half of the

girls who became mothers before their 18th birthday received their

high school diplomas; 70% of women on the public assistance rolls

did not complete their high school education; and, an equal

percentage of welfare recipients under 30 hdd their first child as a

teenager.

These numbers make a mockery of efforts to address the

feminization of poverty. Strategies which have only recently 'oegun

to direct girls into higher-paying, nontraditional fields will be

lost on a generation of mothers who, lacking an education, may

become dependent on public assistance for long periods of time. Far

too many young women are narrowing their options in their teen years.

Particularly disheartenihg, and noteworthy as indicating the

urgency of the problem, are the health risks of pregnancy to young

mothers and children. Poor nutrition and inadequate medical

attention, conditions which too iften characterize there
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pre(7nancies, in turn makes the risk of low birthweight and infant

mortality significantly higher for the child of a teenage parent.

Teen pregnancy today even has negative implications for

tomorrow's retirees. In 1950, the wages of 17 workers contributed

to the benafits of each Social Security beneficiary. By the year

2000, the checks will reflect the contribution of only three

workers. With this dramatic a4ift in the ratio of retirees to

workers, we can't afford to ignore that the quality of life for

future seniors depends to a great extent on the job readiness of

t,lay's children. How can we expect that either the mothers or

their children will be equipped to shoulder this responsibility?

Existing programs, especially preventive strategies such as

Title X of the Public Health Services Act and the Social Services

Block Grant, both successful in assisting adolescents, are

appropriately cited in this report, together with state assessments.

We are disappointed, however, that the report has been limited

to a compilation of existing efforts and has not provided the

thorough examination and guidance that should be the role of a

Congressional Oversight Committee and is so urgently required for

problem of this magnitude.

We are concerned that countless hours of staff time and enormous

amounts of paper have been directed, at taxpayers' expense, to a

directory which duplicates information gathering in number of

governmental entities, including the National Association of State

Legislators, the National Governor's Association, and our own State

agencies, all of which have published similar documents.
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We believe that the number of teenage pregnancies, one million

and rising, and the rate of abortions, higher than any

industrialized nation, demonstrate that these approaches are

inadequate; they cry for an immediate and creative response, and we

would like to see this report, not as the final statement on the

problem, but as the first of several examinations of possible

courses of action.

Finally, we are dismayed by the lack of participation in the

study accorded to Committee Members. Members were allowed to

comment on survey questions and pursuant to Committee rules,

provided with an opportunity to express to opinion is the final

three day comment period prior to the publication of this document.

iowever, Members' individual views were not solicited when the

decision was made to conduct a survey, a decision which had direct

impact on the final outcome.

Despite the importance of the subject, and the best and most

thorough efforts of the Select Committee's staff, we cannot, in good

conscience, appear to be wholeheartedly behind this report. In our

view the report does not reflect the work of Committee Members from

beginning to end, nor does it seek to determine the root causes, the

consequences, and possible new solutions to this critical problem of

such individual and collective importance.

Squarely facing the challenge presented by an overabundance of

adolescent pregnancies is crucial to creating the opportunity this
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nation has always symbolized and to preserving the quality of life

for current and future generations. As Members of the S.dect

Committee for Children, Youth, and Families wu wish to express our

concern and commitment to uolutions for this problem, and our

expectation that future efforts will more clear.

and stimulate the spectrum of new aproaches that m

our policies are to make a difference.
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MINORITY VIEWS OP HON. DAN COATS, RANTING MINORITY MEMBER:
HON. THOMAS J. BLILEY, JR.: HON. DAN BURTON: HON. BARBARA F.
VUCANOVICH; HON. DAVID S. MONSON: AND HON. ROBERT C. SMITH

INTRODUCTION

We are very pleased that the Select Committee is focusing its

attention on adolescent pregnancy. The increasing incidence of

pregnancies among young, unmarried teens is one of the most difficult

and far-reaching social problems our nation faces. It is a major

factor affecting increases in poverty, unemployment, infant mortaliti,

abortion, child abuse, juvenile delinquency and 3 host of other tragic

ills of our day.

This report will be iseful to thcse working at all levels to

address the causes and consequences of teen pregnancy. Especially

useful are the State Fact Sheets, the heart of this report. From

these Fact Sheets, we can learn of the variety of programs and

initiatives springing up ,n our 50 States. States have much to leatn

from each other and will prove each others' best teachers. We hope

that this report will prove a valuable resource through which

successful programs can be discovered and duplicated, and mistakes

avoided.

However, much as we are pleased with the strengths of the report

and the genuine cooperative spirit showr by the Majority during its

development acid writing, there exist fundamental disagreements which

prevent us from giving the report our endorsement. These involve

matters which were discussed when the survey was first drawn up and

throughout the process of revising the report as met drafted by the

Majority.
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The most important part of this issue is the prevention of

pregnancies among unmarried teens. Without minimizing the importance

of appropriate services to pregnant and parenting teens, we still must

recognize that an effective means of prevention would be preferred by

all. No government effort, no matter how well-designed and

well-funded, will compensate children for their absent fathers.

A strong else can be made that pregnancy prevention policies we

have pursued so far have been ineffective. Births to teens have been

reduced through abortion. Pregnancies to all teens have declined

slightly in recent years. But RE:gnancies to unmarried teens have

risen higher than we would have thought possible IS years ago.

The design of this report does not lend itself to treatment of

this most important issue. Discussion of prevention programs centers

on availability, access, and funding, but never touches upon the prior

question of effectiveness. There is little point in discussing how to

increase the availability of prevention programs when we don't even

know if those programs work.

We very much appreciate the hard work o: he Select Committee

staff and the Majority's sincere efforts to address our concerns in

this report. But just as the Majority has found itself unable to bend

on certain points which it considers fundamental to understanding

this problem, so have we. Adolescent pregnancy is a matter which

is important enongh to deserve continued and open-minded debate. We

hope that this report signals the beginning of that deoate, and not

the end.
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I. DEFINING T4E PROBLEM

The Select Committee report suffers from a lack of clear

definition of the problem of teen pregnancy. This is due in part to

the difficulty of obtaining some data, but in part also to a

fundamental disagreement among Committee Members as to what the real

problem is. In any case, this lack of definition manifests itself in

a general failure to distinguish between married Nnd unmarried teens

and in a far greater emphasis on birth rates than on pregnancy rates.

We believe that the general public does indeed distinguish between

the married and the unmarried in its corcern for teen pregnancy. Nor

is it concerned only with births to unmarried teens, but with

pregnancies as well. Family planning providers are certainly

sensitive to this latter difference; few would claim success if they

lowered the numbers of births simply by increasing the numbers of

abortions.

Pregnancies among unmarried teens--what the trends are and how to

prevent them--this is the public's concern. This is our concern.

information on pregnancies to unmarried teens is difficult to obtain.

Pregnancy figures generally are calculated by adding the figures for

births, abortions, and miscarriages. Problems arise in attempting to

distinguish between pregnancies to married and unma-ried women. Birth

certificates give the marital status of the mother, but abortion

information does not. Therefore, surveys which must rely upon

self - reporting are a major source for pregnancy estimates. But

self-reporting of abortions is usually thought to be low. And it is

more likely that abortione performed befo,e 1973 are underreported.
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Recognizing these difficulties, the fact remains that the

information which is most difficult to obtain is also that which would

best answer our questions. If we want to learn about pregnancy rates

for unmarried teens, data which does not distinguish between the

married and unmarred can only bring us so far. Therefore, realizing

that survey results give us estimates rather than statistics, we must

move forward with what we have if we are to address the most critical

concerns.

Teen Pregnancy Outcomes

Of all pregnancies to teens 3ged 15-19, slightly less than half

result in live births, about 40% are aborted, and the remainder are

lost through miscarriage. Of live births, about half are born to

married teens, and a little more that half of those were conceived

after marriage. (See Table 1.)

Differences Between Older and Younger Teens

In 1981, about 60% of all pregnancies to teens were to 18 and 19

year olds. The pregnancy rate for 18-19 year olds was about 225%

greater than the rate for those 15-17, but the hirth rate was about

255% greater. (See Table 2.) Older teens are less likely than younger

teens to have pregnancies ended through abortion or miscarriage.

Mothers 18-19 have a lower percent of low-birth-weight babies than

do those 15-17. (See Figure 3 of Committee Report., Bothers 18-19 are

also more likely to be married than those 15-17.
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Differences Between Married and Unmarried Teens

Married teens tend to have healthier babies than unmarried teens.

In fact, married 15-17 year olds have lower rates of low-birth-weight

babies than unmarried women of any age. (See Figure 3 of Committee

Report.) About half as many unmarried teens begin prenatal care in

the first trimester of pregnancy than do those teens whose pregnancy

was conceived after marriage. Of those who be,ome pregnant outside of

marriage, almost 80% more of those who marry before the birth begin

early prenatal care than do those who remain unmarried. (See Table 3.)

Teens who are married at the birth of their babies have fewer

low-birth-weight babies. Among teen mothers who began prenatal care

in their first trimest,-.r, dii:erences between married and unmarried

teens with regard to fetal losses, low-birth-weight, and low 1-minute

Apgar scores are marked. Unmarried teens were found to have more than

twice the percent of low-birth-weight babies as married teens,

regardless of whether the married teens' pregnancies were premaritally

or postmaritally conceived. (See Table 4.)

Pregnancy Rates for Unmarried Teens

Births to teens have declined over the past 15 years, but the

decline is due almost entirely to the incre..se in abortJns. (See

Figure 1, Committee Report.) Pregnancies to unmarried teens have

soared. Studies by Lelnik and Kantner in 1971, 1976, and 1979, and by

the National Survey of Family Growth in 1982 measured the percentage

of pregnancies for never-married women aged 15-19 in those years. The

results showed a near doubling of pregnancies from 1971 to 1979 (from

8.5% to 16.2%) an then a slight drop (to 13.5%) in 1982. More

interesting, however, are the percentage of pregnancies among sexually
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active teens during this eleven year period. These have remained

nearly constant, rising from 28.1% in 1971 to 32.5% in 1979, and then

falling back to 30.0% in 1982. (See Table 5.)

The significance of these last figures is great. If the pregnancy

rates among unmarried sexually active teens have remained constant

over the past several years, then the chief factor in the increase of

pregnancies among unmarried teens is the increase in the percentage of

those who are sexually active.

The major thrust of almost all teen pregnancy prevention programs

has been to decrease the percentage of sexually active teens who

become pregnant. Very little effort has been made to prevent teens

from becoming sexually active. Now, after nearly a decade and a half

of this policy, it seems that there has been no change in the

percentage of sexually active teens who become pregnant, but there has

been a huge increase in the percentage of teens who are sexually

active. (See Table 6.) And this increase in sexual activity has led

to a proportionate increase in pregnancies to unmarried teens.

II. EXAMINING SOLUTIONS

Efforts to increase use of contraceptives among sexually active

teens seem to have been successful. According to s'udies by Zelnik

and Kantner, use of oral contraceptives (as the method most recently

used) by sexually active unmarried teens doubled from 1971 to 1976

(73.8% to 47.3%) and declined slightly (to 40.6%) in 1979. Yet as

stated in the lead editorial of the O-tober, 1980 issue of Family

Planning Perspectives, the dilemma persists that, "more teenagers are

using contraceptives and using them more consistently than ever
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before. Yet the number and rate of premarital adolescent pregnancies

continues to rise."

In recent years, various groups have came up with plans for

addressing the problems of teen pregnancy anew. The solutions they

have proposed seem to lead along two radically different paths. One

leads back to the family and acknowledgement of parental

responsibility while the other leads further from the family, towards

schools as the provider of guidance.

Family Involvement

The "family path" led to the 1981 change in Title X which mandated

increased efforts by Title X providers to involve parents in their

children's decisions regarding sexual activity and contraceptive use.

It was also responsible for the creation of the Adolescent Family Life

Program, which emphasizes parental authority, family involvement, and

the postponement of sexual activity for teens. Finally, it can be

seen in various state and federal efforts to require parental consent

or notification for minors receiving prescription contraceptives or

alortions,

Responses to the Select Committee survey indicate that several

states have taken the mandate f,r increased parental involvement to

heart. They have initiated special programs for parents and teens in

efforts to increase communication. In all, 13 states indicated that

they had recently taken steps to encourage parental involvement in

their programs.

Eight states indicated that they require parental notification or

consent for minors to receive prescription contraceptives or
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abortions. Such requirements are generally supported by parents. In

a September, 1985 survey conducted for Planned Paienthood Federation

of America, 52% of parents with children aged 6-18 said that they

favored 'a federal law prohibiting fam_ly planning clinics from giving

birth control assistance to teenagers unless they have received

permission from their parents.' Forty-four percent opposed such a law

and 4% were not sure. Fifty-four percent of Blacks and 56% of

Hispanics favored a parental consent law.

Family planning providers often criticize parental consent and

notification requirements, contending that they will result in an

increase in pregnancies and births to teens. However, a review of the

data provided by those states reporting such requirements yielded no

indication of significant increases in pregnarcies, births, or

abortions which mig,.t have resulted from the requirements. In

Minnesota, a 1981 law requiring parental notification for abortions

was followed by dramatic reductions in abortions, births, and

pregnancies. From 1980 to 1983, abortions to teens aged 15-17

decreased 40%, births decreased 23.4%, and pregnancies decreased 32%.

During this same period, the number of teens aged 15-19 decreased

13.5%. (See Minnesota State Fact Sheet.)

School-Based Programs

The other path to pregnancy prevention leads through the schools.

Its strengths include comprehersiveness, confidentiality, and easy

access. School based health clinics have received much publicity in

recent months, largely because of the success of the oldest and best

known of these projects, in St. Paul, Minnesota, but also because of

the protests of parent. in 80110 new school sites. members of Congress
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have already introduced legislation for federal grants to start up new

school-based projects.

The success of the St. Paul program seems remarkable from the

statistics often auoted. Births to teens in the participat4-3 schools

declined from 59 per thousand high school girls in 1976-77 school year

to 71 per thousand in 1979-80, but then increased again to 37 per

thousand in 1984-85. Because the program does not collect its data in

the same way as does the city of St. Paul or the state of Minnesota,

comparisons are difficult. But the greatest difficulty with the

cumbers from the St. Paul program is that they reflect births to

teens, not pregnancies. Pregnancy rates for the schools are not

ava :able.

More interesting is the fact that the decline in births reversed

itself during the same school year that Minnesota passed its law

requiring parental notification for abortions. ks was noted above,

enactment cf the :aw was followed by statewide decreases in

pregnancies, births, and abrrtions among yourer teens. But as these

declined for the state as a whole, birthrates increased in the St.

Paul school-baa,d program.

School -based health clinics seem to lead in a direction quite

opposite to that of family-oriented programs. Descriptiors by these

let) proaote the clinics call into question those qualities most touted

as chief strengths.

"Comprehensiveness" serves a double purpose--

Most school-based clinics began by offering
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comprehensive health care, then added family
planning services later, at least partly in order to
avoid local controversy. The early St. Paul ex-
perience demonstrated that a clinic limited to
providing: family planning services, pregnancy
*eating, prenatal and post -partum 'ere, and test-
ing and treatment for STD. (sexually transmitted
digests's) will be unacceptable even to many of the
students who want these servicer.

"School-Based Health Clinics: A New Approach
To Preventing Adolescent Pregnancy?"
Joy Dryfoos
family Planning Per uctives, Vol. 1', No. 2,
March/April 1585, p. 71.

High rates of childbearing among students
of'en are cited as the rationale for initiating
on-site health clinics, yet school-based clinics
generally are presented as comprehensive, multi-
service unit that emphasize physical examinations
and treatment of minor illnesses. This portrait
certainly is valid, considering that only a ana)1
proportion of all clinic visits are for family
planning. Nevertheless, in most clinics new
patients (whether male or female) are asked at their
initial visit if they are sexually active. If they
are or plan to be soon, they are encouraged tQ
practice :ontraception.

"School Based Health Clinics," p. 72.

"Confidentiality" takes on the color of sneaking--

Clinic personnel stress the importance of
maintaining confidentiality. One difficulty is
that while students' privacy must be respected,
it is also important to gain the acceptance of
parents, so that parents will permit their chil-
dren to be treated in the school clinic. School-
based clinics generally require parental consent
before they will provide medical services to teen-
agers. In some clinics, parents are asked to sign a
blanket consent form unrelated to any specific

clinic visit. In others, the form lists each
service, including family planning, and a student
may receive only the services that have been chscked.
Most consent procedures apply for the entire period
of the student's enrollment.

"School-Based Health Clinics," p. 73.

The relative effectiveness of the school-based
clinics is clearly related to the ease with which the
young people can be followed up without endangering
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the confidentiality of the relationship. (That is, it
is often difficult to follow adolescent clinic patients
who have not informed their parents about their parti-
cipation; but in the school program, the young people
,":.n be reached without communications to the home.)

"Adolescent Pregnancy Prevention Services In High
School Clinics"
Laura E. Edwards, Mary E. Steiman, Kathleen A.
Arnold and trick Y. Hakanson.
Family Planning Perspectives, Vo1.12, No. 1,
January/Fehruary 1980, p. 12.

"Easy a ,:ems" seems to refer more to the clinician's access to the

child than the child's access to the clinician--

Almost all .ollow-up can be undertaken in
school clinics, as family planning patien;:a can
be contacted easily in their cl nd sched-
uled for follow-up visits. Confidentiality still
can be maintained, because classmates do not know
why the student is being asked to come to the
clinic. Nevertheless, follow-up is perceived as
a major challenge; one administrator hopes to
reward students who make regular return visits with
points toward school trips or other perquisites.
In another program, students who miss a monthly
follow-up visit receive a telephone call at home
from the school nurse, requesting simply that they
return to the clinic for a checkup.

"School - Based. Health Clinics, p. 73.

School-based programa help to link health
education and clinic se...vices. Clinic staff often
conduct sex education and family life classes in
the school, so they have ample opportunity to
encourage the students in the classroom to attend
the clinic. One school has a room designated for
health education, where contraceptives such as
diaphragms and condoms are displayed; there are
also counseling &floes where students can talk
to heal*a educators in private. In that school,
all sexually active stue. to receive counseling,
Including a psychovocial evaluation.

"School-Based Health Clinics," p. 7'

Additior-lly, the Irse clinician keeps a
log of all students on con,raception and contir.tv
them at least once a month in the school to discuss
any problems related to contraceptive use. Some
students have literally been seen or almost a daily
basis, dropping by between classes, or example,
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to report to the nurse clinician, "I took my pill

today, Mary."

'Establishing an Experimental Ob-Gyn Clinic In A

High School"
Laura E. Edwards, Mary E. Steinman, and Erick Y.
Hakanson
American Public Health Association, Washington,
D.C., November 2, 1977, p. 3.

And the creative mix of public and private funding does not seem

destined to last--

Although private funds have played an impor-
tant part in starting up these programs, almost all
of the school programs look to public support for

continuation.

"School-Based Health Clinics," p. 73.

Although it is not fashionable to suggest
that long-term viability depends on federal
funding, it is difficult to imagine that founda-
tions will be willing to support these programs
permanently, except for special studies.

"School Based Health Clinics," p. 73.

It shduld be noted, too, that the "comprehensiveness" of the

school-based clinic often precludes a separate consent form for

children whose parents do not wish contraceptives to be made available

to them. If a parent wishes nis child to receive the same free

medical services that all other children receive at the clinic

(emergency treatment, routine school and sports physical exams,

immunisations, examination, diagnosis and treatment of complaints,

etc.) the parent must sign a form which also includes family planning,

treatment of sexually transmitted di , and professional

counseling regarding sexuality. (Seel Exhibit A.)
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Will "Family Planning" Work for Young, Single Teens?

Currently, federal policy mandates that children be riven

contraceptives without their parents knowledge and consent. The

result has been a dramatic increase in the rate of pregnancy among

unmarried teens, due to a proportionate increase it sexual activity

among unmarried teens and no decrease in pregnancy rates for those who

are sexually active.

Rather than acknowledge the failure of current efforts, some now

offer a few adjustments to the unsuccessful programst

1) Ensure better access--(If teens will not come to the

clinics, take the clinics to them.)

2) Increase confidentiality--(Parents, it seems, are still the

greatest hurdle to teaching children "responsible sex".)

3) Offer free comprehensive health care which includes

contraceptive services--(Make parents an offer they can't

refuse.)

Will the school-based approach work? Those who also predicted the

success of Title X services to teens say that it will. But the real

answer depends on whether contraception is or can be the final

solution to teen pregnancy. The contraceptive failure rate for teens

who always use contraception is about 10% (Zelnick and Kantner, 1976

and 1979). This is not much different from the out-of-wedlock teen

pregnancy rate for the population as a whols. Therefore,

hypothetically, if sexual activity among teens reached 100% and the

constant use of contraceptives reached 100%, we would still have a

pregnancy rate of about 10%.
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CONCLUSION

The task we face today is not a new one. Every generation has

inherited the difficult job of bringing children into adulthood, and

the same problems have presented themselves.

What is so different now? Why does the problem seem so much more

difficult in this generation? Are babies born today different from

babies born fifty years ago? Or is the difference in the adults who

are raising them?

Hate we really failed in our efforts to prevent pregnancies to

unmarried teens? Or is it truer to say that we have abandoned them?

Teaching our children to be adults is perhaps the mcst difficult job

we have. Teaching them self-control, respect for themselves and

others, fidelity, courage, rid patience requires constant and tireless

efforts. It also requires good example.

Progressively over the past 25 years we have, as a nation, decided

that it is easier to give children pills than to teach them respect

for sex and marriage. Tcday we ate seeing the results of that

decision not only in increased pregnancy rates but in increased rates

of drug abuse, venereal disease, suicide, and other forms of

self-destructive behavior.

Our excuse for this decision is, The kids are going to do it

anyway; we ought at least to protect them from the worst consequences

of the-r behavior.' But this is perhaps the weakest argument of all.
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It is true that without adult guidance in matters of sexuality,

adolescents will tend toward promiscuity. Evidence of this can be

found in the near doubling in the of sexually active teens

in the years since we have replaced real guidance with medical

technology.

But even today it is clear that teen sex is not inevitable. About

half of all 18-year old females have never had premarital

intercourse. (See Table 6.) Of those unmarried teenage girls who

were labeled 'sexually active', almost one in seven had engaged in

intercourse only once (Table 7), and about 40% had not had intercourse

in the last month (Table 8). These are not the marks of an

irreversible trend.

The time has come to stop blaming the problem of teen pregnancy on

the incorrigibility of ocr children or the ills of society. Our

children have only us for guidance, and we are responsible for the

condition of our society.

The real path back to a sane and effective policy to prevent teen

pregnancies is not an easy one, but it is the only one that will

work. It is also the only one that most of us would choose for our

own sons and daughters. This path does not circumvent the family, but

leads straight to the heart of it. It encourages communication

between parents and children and is built on the firm foundation of

parents' values, beliefs, and ambitions for their children.
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This Committee is uniquely priviledged to have the time and

resources to examine the broad question of what form this new

direction in teen pregnancy prevention might take. It is our sincere

hope that the Committee will take u- this challenge and begin the work

of rebuilding our confidence in our families and our children.

Din Coats, Ranking Minority Member
Thomas J. Bliley, Jr.
Dan Burton
Barbara F. Vucanovich
David S. Monson
Robert C. Smith
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TABLE 1

Estimated Distribution of Pregnancies to Teens in 1982 by Outcome

OUTCOME NUMBER PERCENT

Total Pregnancies
to teens 15-19 1,092,645 100.0

Abortions .12,850 39.6

Miscarriages 146,037 13.4

Live Births 513,7b8 47.0

Conceived Postmaritally 145,907 13.4

Conceived Premaritally,
Born Postmaritally 118,678 10.9

Born Premaritally 249,173 22.8

Vource: Table 1; O'Connell i Rogers, 1984, Table 1.
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TABLE 2

Estimated Number of Pregnancies and Pregnancy Rates by Outcome of Pregnancy, Age of Woman, and Race: United

States, 1976, 1978, and 1581

1976 1978

AGE OP ALL LIVE INDUCED PETAL ALL LIVE INDUCED FETAL

WOMEN PREGNANCIES BIRTHS ABORTIONS DEATHS PREGNANCIES BIRTHS ABORTIONS DAATHS

NUMBERS IN THOUSANDS

Under 15 Yrs. 32 12 16 4 29 II

15-19 Years 1,073 559 363 151 1,'09 543

Is '7 Years NA NA NA NA 439 203

18-19 Years NA NA NA 4A 671 341

1911

AGE OF ALL LIVE INDUCED PETAL

WOMEN PREGNANCIES BIRTHS ABORTIONS DEATHS

NUMBERS IN THOUSANDS

Under 15 Yrs. 29 10 15 3

15-19 Years 1,103 527 433 142

15-17 Years 425 187 176 61

18-19 Years 679 340 257 Si

RATE PEN 1,000 WOMEN

15 4

419 147

169 6

250 81

1976 1978

AGE OF ALL 1IVE INDUCED PETAL ALL LIVE INDUCED FETAL

WOMEN 'EGNANCIES BIRTHS ABORTIONS DEATHS PREGNANCIES BIRTHS ABORTIONS DEATHS

Under IP Yrs 3.2 1.2 1.6 0.4 3.2 1.2 1.6 0.4

15-19 Years 101.4 52.6 34.3 14.3 105.1 51.5 39.7 13.9

5-17 Years NA NA NA NA 69.7 32.2 26.9 10.5

18-19 Years NA NA NA NA 157.2 79.5 55.4 19.0

4 '? 5

1991 Source: Ventura, S.J., Tsai.. S. and

AGE OF ALL LIVE INDUCED FETAL Mosher, M.D., Rstimate9 of Preg-

WOmEN PREGNANCIES NITRE ABORTIONS DEATHS Weise and Pregnancy Rates for
the United States, 1976-1981,

Publ.: Health Reports, Jan-Feb
Under 15 Yrs. 3.1 1.1 1.7 0.4

15-19 Years 110.3 52.7 43.3 14.2 1985, Vol 100, No. 1, Table 1.

15-17 years 72.7 32.1 30.1 10.5

19-19 Years 163.1 81.7 61.9 19.4



TABLE

Percentage of teenage mothers' having a first birth wno began
prenatal care in the first trimester, by marital status at concer-don
and birth and race of child, United States, 1980.

PREMARITAL CONCEPTION
RACE TOTAL ALL* UNMARRIED MARRIED MARITAL
OF MARITAL AT AT CONCEPTION
CHILD STATUSES BIRTH BIRTA

All races** 35./ 24.1 43.2 52.8
White 38.2 21.3 44.1 52.8
Black 28.8 27._ 3?.2*** 48.9***

Por marled mothers, includes only those married once, husband
present

** Includes races other than white and black
*** Does not meet standards of statistical reliablility; that is,

the relative standard error is 25 percent or more

Source: Ventura, S.J. i Hendershot, G.E., "Infant Health,
Consequences of Childbearing by Teenagers and Older
Public Health Reports, March-kpril 1984, Vol. 99, No. 2,
Table 6.
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TABLE 4

Outcome of first births in terms of three infant health measures for mothers* under 20 years, according to
marital status at conception and birth, and trimester of pregnancy prenatal care began, United States, 1980.

TRIMESTER PRENATAL CARE BEGAN
AND INFANT HEALTH MEASURE

TOTAL ALL
MARITAL

STATUSES

UNMARRIED AT
BIRTH

MARRIED
AT BIRTH

MARITAL
CONCEPTION

ALL MOTHERS
Fetal losses per 1,000 births 5.2 5.6 3.8 5.9

Percent of infants weighing
less than 2,500 gm

8.9 10.8 7.4 6.2

Percent of infants with 1-minute 10.4 11.1 10.1 9.2

Apgar scores less tnan 7

FIRST TRIMESTER
Fetal losses per 1,000 births 4.8 6.1 3.2 4.8

Percent of infants weighing less
than 2,500 gm 8.3 13.4 6.1** 5.2**

Percent of infants with 1-minute
Apgar scores less than 7 12.1 15.7 11.5** 9.1**

For married mothers, includes only those married once husband present
* Does not meet standards of statistical reliability that is the relative standard error is 251 or more

Source: Ventura 6 Hendeishot, 1984, Table 5.
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TABLE 5

Percentage of Women Aged 15-19 Who Ever Were Pregnant
Premarital Intercourse, by Race, 1971, 1976 and 1979.

1971 1976
Women
aged 15-19 Total White Black Total White

Before Marriage,

1979

Black Total

for all Women and Those Who Ever had

1982

White Black Total White Black
All

8.5 5.6 25.3 13.0 10.0 26.5 16.2 13.5 36.0 13.5 10.6 28.2(N) (2,739) (1,758) (981) (1,449) (880) (569) (1,717) (1,034) (683)

Had premarital
intercourse

28.1 21.4 47.2 30.0 26.1 40.1 32.5 29.0 45.4 30.0 24.4 52.4(N) (958) (445) (513) (726) (349) (377) (938) (4)9) (459)

Source: Unpublished tabulations from the NSFG-III,
Zelnik and Kantner, 1980: Table 3.
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OuSable Clinic
DuSable High School
Chicago Public Schohlt

NAME OF MINOR:

ADDRESS:

BIRTHDATE;

EXHIBIT A

CONSENT TO ENROLL MINOR IN

DuSABLE CLINIC

PHONE A:

I do hereby request, authorize, and consent to the enrollment of my son/
daughter or minor for whom I am legal guardian in the DuSable Clinic.

I understand that all services are free, and that I will not be charged
for any services my son/daughter receives in the Clinic.

I understand that my signing this consent allows the physicians and
professional Clinic staff of the OuSable Clinic to provide the following
comprehensive health services:.

1. Emergency treatment
2. Routine school and sports physical exams
3. Immunizations
4. Appropriate laboratory tests
5. Examination, diagnosis, and treatment of complaints

of pain or ill being identified by my child
6. On-going care of existing medical conditions
7. Treatment of sexually transmitted diseases
8. Pregnancy test.'ig, prenatal and pest partum examinations

9. Family.planning, including pregnancy prevention

10. Professional counseling in regards to nutrition, personal
hygiene, sexuality, substance abuse, family and relationshil
issues and other health related areas

For further information about the Clinic or any of its services, feel free

to call or drop into the Clinic, Room

DuSable High School.

PARENTAL CONSENT FOR HEALTH SERVICES

I do hereby give my informed consent for my son/daughter
to receive the services offered by the DuSable Health Clinic and to

complete confidential questionnaires. Furthermore, I release the Chicago
Board of Education and its members, officers, employees, agents and
representatives from any and all claims, suits, actions, liabilities,
legal costs, and attorneys' fees arising out of the operation of the

DuSable Health Clinic.

Signature of Parent/Guardian Date
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TABLE

Percentage of Never Married Women Aged 15-19 Who Ever Had Intercourse, by Race, U.S. 1971, 1976, 1979, 1982.

AGE
1971 - Zelnik-Kante. 1976 - Zelnik-Kantner 1979 - Zelnik-Kantner 1982-NSPG
TOTAL White Black Total White Black Total White Black Total White Black

Total 27.6 23.2 52.4 39.2 33.6 64.3 46.0 42.3 64.8 42.2 40.3 52.9
15 14.4 11.3 31.2 18.6 13.8 38.9 22.5 18.3 41.4 17.8 17.3 23.2
16 20.9 17.0 44.4 28.9 23.7 55.1 37.8 35.4 50.4 28.1 26.9 36.3
17 26.1 20.2 58.9 42.9 36.1 71.0 48.5 44.1 73.3 41.0 39.5 46.7
18 39.7 35.6 60.2 51.4 46.0 76.2 56.9 52.6 76.3 52.7 48.6 75.7
19 46.4 40.7 78.3 59.5 53.6 83.9 69.0 64.9 88.5 61.7 59.3 78.0

Source: Unpublished Tabulations from the NSFG, Cycle III, 1982;
Unpublished Tabulations from the National Longitudinal Survey of Youth, 1983; Zelnik and Kantner,
1980, Table 1.
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TABLE 7

Percent of Sexually Experienced Never-Married Women Aged 15-19 Who

Had Intercourse Only Once, by Age and Race, 1976.

AGE RAC'3

ALL WHITE BLACK

15-19 14.8 14.3 379 12.7 10
15-17 19.9 18.4 206 18.4 217

18-19 8.6 9.3 173 6.2 193

Scurce: Zelnik i Kanther, 1977, Table 2
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TABLES

Distribution (in Percentages) of Intercourse in the 4 Weeks Preceding Interview Among Never Married WomenAgee 15 to 19, by Race: 1971, 1976, Ld 1979.

Frequency 1971 1976 1979of Total White Black Total White Black Total White BlackIntercourse (n -777) (n -330) (n -447) (n -590) (n -247) (n.343) (n809) (nm388) (n -421)

0 38.3 36.9 41.7 47.5 45.7 51.8 41.e 40.2 46.81-2 31.3 30.6 32.3 22.2 19.7 28.0 24.6 23.9 26.73-5 17.7 17.5 18.1 15.0 15.9 13.0 14.1 13.3 16.56 or more 12.) 15.0 7.9 15.3 18.8 7.2 19.5 22.6 10.0
Mean NA NA NA 2.9 3.4 1.7 3.7 4.1 2.3

*In the 1971 rIrvey these precoded
categories were used; in the 1976 and 1979 surveys individual responseswere recorded.

NA: not available

Source: Zelnik, 1983, Table 2-7.
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